* MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a i Yo) 


= 


af vy) « 
\ | Fe Tie 2-69 phi 02732 CERTIFICATE OF DEATH Raganeiens, 
8 = i DP eOUMT rT a 2. ee aoe (Where deceased lived. IF institution: Residence before odmission) 
iH 9. o. b. COUNTY 
52 Carroll eee Maryland Frederick 
Bo b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If ovlside corporate limits, write RURAL and give nearest town) 7) 
RURAL as give negres! lown) 
® ykesville lyrs.imo.l0days Enmitsbur / 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. t§ RESIDENCE 
OR INSTITUTION. fs ‘ ON A FARM? 
Springfield State Hospital P.O. Box 267 yes Q] NO Bg 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED . 7 ol 
(ype or prin!) Harriett White ANNAN beam March 2h 187 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | & DATE OF BIRTH 9. pene IF UNDER t YEAR] IF UNOER 24 HRS, 
. ssh be oY Min, 
Female White —_|wiwows%] —_oworceog] | August 23, 1865 : sb alates Es me i 
100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Sysng mart of yqeune life, even if retired) : 
/ iGusewile - Pennsylvania U.S.A. 


after death. 


Then please remave carban papers. Pages | and 2 shi 


13. FATHER'S NAME ths fe 14. MOTHER'S MAIDEN NAME 
, : : ts 
cy tsknowm William R. Aanan- ~Esisrem = Annie Horner 
3 15, WAS DECEASED EVER iN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO] 17. (INFORMANT Address 
2 {¥es, no, oF unknown) {IF yes, give war or dotes of rervice) 
iN No = R19-20-09028 Springfield Hospita ord 
< 
i 18, CAUSE OF DEATH [Enter only one cause per line for (o}, (b). ond (c)-J INTERVAL BETWEEN 
= ONSET AND DEATH 
; PART t. DEATH WAS CAUSED BY; ts 
= IMMEDIATE CAUSE (0) Art € h _Years _ 
5 i DUE TO 
a> Conditions, i ony, which 
Eo gave rise to immediote 
Rc 
se 
€6 
oO... 


is Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Be rat 
25.5. assoc with changes of growth,metabolism,or nutrition,senile brain | vise no o 
ase h_ psycho 


20a, ACCIDENT WAS_UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port [or Port Il of item 1B.) 
OR CONTRIBUTING CO] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour a. n. While. Heli while foctory, street, office bldg., etc.) i 
p.m. 19 fot work [1] of work [J H 


21. | certify that | attended the deceased fromEcbruary 1L,, 19.53, toMarch.2)j,..-., 1957.,that | last saw the deceased 
alive on_March 2h. se % i and that death occurred at_._2sQ0PM, fram the causes and an the date stated abave. 


a é ADDRESS (Street, city or town, state) DATE SIGNED 
A Son Wilds i, _Svrinefield State Hospital. 


fter this certificate has been signed by the attending physician and completely filled in by the 
MEDICAL CERTIFICATION, 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs affer death: Page 4 
may be retained by the hospital or attending physician. 


- ACTUAL 
ws ; stonature_{ |) Ui Spy | vA ee MD, .. DPN 
Oe f PHYSICIAN'S { 
g2 Nawetiress__Walther H, Sonnenfeldt, M.D. Sykesville, Maryland, 
FA 7" ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 22d. LOCATION (City, town, or county) (Stote) 
28 pa Ay (29/ )g6 oe "9 APE Lhejphe j (2a 
o® i (auc “ Ed) Oth baa GE LAG 
Ms ’ d 4 U 2alp. WEGISTRAR'S SIGNATURE 
Vs ANS (4) V y y , oe 
15M 9755 pat Any, Lt hd AMAA AY 2 Mla acre Jeg 


WA 


i ‘A sgt 


avy 
“Gel 2s uv 


Dace 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death. Page 4 


vs 
15M 


may be retained by the hospital or attending physician. 


TO FUNERAL DIRECT; 


1 


a 
2a 


‘at director, 


led in by the 


fter this certificate has been signed by the attending physician ond campletely 


Se: 


page 3 shauld be di 


filed with 


Pages 1 and 2 sho! 


Then please remave carbon papers. 


ied for use as the burial-transit permit. 


le 


the registror prior ta burial, cremation, or remaval, and in any event within 72 enaeiec death. 


4 
EM 


MARYLAND’ STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 2 ” 3 y 
02733 CERTIFICATE OF DEATH cae ee = 


2. USUAL RESIDENCE (Where deceased lived. If institution  XGhidence before odmiygion) 
b. COUNTY Vi 


"Ma ¥ t VG éi KeeLy 


fafa? auiside carporole limits, write RURAL ond give nearest tawn} 
a ce 


MARYLAND 


c. LENGTH OF STAY IN Ib 


d. NAME OF PET ADDRESS: e. IS RESIDENCE 
Oe NsrryboN >) ON A FARM? 
yes [] No pa 
2. NAMEOF » First Middie ‘ost 4 foe Month Year 
DECEASED ’ , OF ho Ps 
(Type or print) om gv CEEIE RDA OEATH es 7 , 19 J 7 
$. SEX 6. COLOR OR RACE |7. mARRIED-] NEVER MARRIED C] [8 we F BIRTH ‘AGE (in yeors ret UNDER 1 YEARTIF UNDER 24 HRS. 
a = A > “Toss bicthdoy) [Months Doys Min. 
PNa y winowen PK _oivorceo (] WA a LO,/EF oe 
100, USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or, foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during ost of working life, even if retired) 4 p- 
LLLUKE Ls SLE7YE yl artee Abs 


13, FATHER'S NAME ~ (OTHER'S: a DEN NAME 


Creor et, Lp ehkerd esied ‘Sout ahe Le; a, 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |14. SOCIAL SECURITY NO. | 17. INFORMANT Address 


als {tf yea, gre wor or datel of vervice) Sarge AAO “Leeks 


18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b}. 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (a} 


INTERVAL BETWEEN 


be pes eye . 


x % DUE To 
Conditians, if any, which Lig LISP 
gaye rise ta immediate 


cate {0}, sloling the under. ( OUETO 
lying cause last. (e. 
dying cause last. 


< Past Il OTHER SIGNIFICANT CONDITIONS CONTREUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]}9. WAS AUTOPSY 

S ves] No 

© 20a, ACCIDENT WAS. UNDERLYING ()_.,]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Var Por It of item 18) 

& | OR CONTRIBUTING GLEAUSE 

| Re dittiee, NOTIEY MEDICAL EXAMINER) _—_— = 

& |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY IHome, farm, 1205 (City or town) {County} (Store) 

5 Hour a.m. While Nol while foctary, stree!, 0 streel, office bldg., bet 

=: pm, jot work} at work-—f=} 
21. 1 certi qt | oftended the deceased | from, é i ZA, wi. wLfatd 3. thot | last saw the deceased 
alive on AAP II ie wd Z ond me deoth occurred ogee from the couses and on the date stoted above. 


ADDRESS (Street, city or town, sate) DAT acd 


ACTUAL 
SIGNATURI 
PRYSI 
NA - 2 
Reo. aH ave aia IAL, CREMATION, | 220. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY @Zd. LOCATION, aus town, ar county) (State) 
‘Bt Wass Fu 5u57 arrollton Church of Gjod Carrollton, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE. ADDRESS. 


24a. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 
John R. Byers Westminster, Mde pate Jy v7 ota Maly 


orl 


‘al director, 
¢ Filed with 


a 


Pages 1 and 2 sho’ 


os death. 


ithin 72 hour: 


-transit permit. Then please remgve carbon papers. 


fter this certificate has been signed by the attending physicion.ond completely filled in by the 
the registrar prior to burial, cremation, or removal, ond in ony event 


led for use as the burial: 


i: 


may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Poge 4 
page 3 should be 


TO FUNERAL DIRECT; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02740 
é 4 CERTIFICATE OF DEATH Reg. Dist. No. 


aa eg gae ons (Where deceased lived. If institution: Residence before odmission} 
o- b. COUNTY = 
Maryland Balto.City 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


1. PLACE iy 
Sa earcettr MARYLAND 


b. CITY OR TOWN (If outside corporate timits, write | ¢, LENGTH OF STAY IN 1b 
2k days 


RURAL ond give neorest town} 


Sykesville Baltimore 3 yo/- 
d. NAME oF eae {If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
$s INST a ON A FARM? 
Springfield State Hospital 2801 List Ave.,Balto.1h. ves C] No f) 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
CEASED 
Cer ah George AUER Beara March 29. ison 


5. SEX 6. COLOR OR RACE |7. maRRiED [] NEVER MARRIED [] | &. DATE OF BIRTH 18 . eh (In anon iF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White wipoweo [KX —bIvoRCED [} Aug. 21, 2 46, its ‘acs Sa ip 
100. om OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. Re eee (Stote or foreign ta 12. CITIZEN OF WHAT COUNTRY? 

Usd 


during most of working life, ‘ven if retired) 
13, FATHERS NAME 14. MOTHER'S MAIDEN NAME 


Sexton 
George Auer Elizabeth - 


ies WAS ee esa U.S. lac pops 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fe, n0, of unknown} ea, give wor or service! { P J i" ‘ 
No - 216-172-334 Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (<)-] 
PART 1. DEATH WAS CAUSED BY: Arteriosclerotic heart disease 


INTERVAL RETWEEN 
ONSET AND DEATH 


€ars 


IMMEDIATE CAUSE (0! 
DUE TO 


Conditions, if ony, which e 
gove rise to immediote 
couse (0), stoting the under. ( CUETO 


lying couse lost. C 
3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop] 19. gE, ieee: 
5 C.B.S.associated with arteriosclerosis with psychotic reaction. vs) NOB 
& 200. ACCIDENT WAS_UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Port Ill of item 1B.) 
& [OR CONTRIBUTING OC) CAUSE OF DEATH 
© | (F EITHER, NOTIFY MEDICAL EXAMINER) 
& |0c. Time OF INJURY Month, Doy, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 120%, (City or town) (County) (State) 
8 Hour 0. n. White Not while factory, street, office bldg., etc.) { 
= pom. 19 Jot work [] ot work [J ‘ 
M 
21. | certify that | ottended the deceased from__March 27), 19.2, to March 293 1927 that | last saw the deceased 
alive on. Marc elm eis 2, 1287 , and that death occurred at_7200A my, from the causes and on the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNED 
iby Springfield State Hosnital 3/29/57 
mysician's = =Edmund B, Lusthaus, M.D. Sykesville, Maryland 


NAME (Type! PA ieee Rees Sec Se SS, Fea ES SOE oe te ee ee ee 


220. BURIAL, Cemay ‘2b. DATE THEREOF Re. Ho. OF CEMETERY OR CREMATORY 22d. “A.A (City, town, or county) (Stote) 
ee, ey O M 
CL Hel. 2ROAA emete hu A.A.(o. Marylana 


Pee ee Noemie ecto tarToRe — Pha. REC'D BY REGISTRAR 2a, JECITRIRS SONATUR 
Leonard 9, Ruck @ Harford Road #1 on 3-27-54 2 HHEG 


A nvaNnd 


Ath, . 
VE 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 0 9 "7 
99% 35 CERTIFICATE OF DEATH ates ae 


ae vane ence (Where deceased lived. If institution: Residence before odmission) 
0. 


b. COUNTY 
ae MARYLAND A eee: ae eee 
8. CITY OR TOWN UF outdo corporate limits, write | ¢, LENGTH OF STAY IN 1b ©. CITY OR TOWN (iF outside corporate limits, write RURAL ond give nearest town) 
ond give nearest town! 
: Ru ykesville, Ma a 6 dave Frederick . Marvila / ~~ 
a2. ‘d. NAME OF HOSPITAL (IF not in hospital, give street oddress) - d. STREET ADDRESS @. 1S RESIDENCE 
* = OR INSTITUTION an ee . ON A FARM? 
ay {1S inc eto 480 W. South Street ves 1) No | 
2 OD pe snbine el ree pea Bar 
5 g 3. NAME OF ORTH ATY Fyne tt CLOW lost 4. DATE Month Do Yeor 
es DECEASED ‘i ’ “34 (i Y 
$ (Type or print) Mary Catherine Elizabeth Poole Barthiotffam 3 18” Soe 
3 S. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED (| 8. DATE OF BiRTH #:, RG RY ogee IF UNDER 1 YEAR| fF UNDER 24 HRS. 
ome Whi jt birthdoy Bays | Hi Min, 
Female White wioowen[] _—owvorceo fe} | 7-9-1915 at yes. [era wal 
TOs. USUAL OCCUPATION (Give Kind of work gone] 10b. KIND OF BUSINESS OR INDUSTRY1I. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if reti 
/ Presser Clothing Firm Maryland USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Ernest Poole Goldie Williams 


va \ Me WAS, Le aa Aon! us. is: lpcgoenh 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fos, no. OF rown) jive wor or dotes of vervica) a : 
I No yo a Unk Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] 
PART 1. DEATH WAS CAUSED BY: 
&é 


INTERVAL BETWEEN 
ONSET ANO DEATH 


unknown 


Pa Gitte ™ 
IMMEDIATE CAUSE (o]_ Reumatic heart 


fe 9 DUE TO 
ons, if ony, which wo 

to immediate 

tating the ynder- ( OVE TO 
(). 


Then please remove corbon papers. 


I, crematian, or removal, and in any event within 72 hours after death. 


Fler this certificate has been signed by the attending physician and campletely filled in by the § 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 


& 

£ oe 
Boe 
285 “4 Paar Nl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS AUTOPSY 
ies QNs * Psychotic depressive oti 
£35 s + Psychotic depressive reaction ves] No] 
eR © [200, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (E injury in Port | or Port I af item 18, 
3 2 2 OR CONTRIBUTING LI CauRe ANG Da (Enter nature of injury in Port | or Port II of item 18.) 
ged © | (Ue EITHER, NOTIFY MEDICAL EXAMINER) 
ous & [20c. TIME OF INJURY” Month, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY [Home, farm, | 20f, (City or town) (County) (tote) 
Sn $ Hour 0, n. 1p (While g Not shin factory, street, office bldg., etc.) | 
DES = p.m. lot work [7] at work t 
3 
a 
S85 5 21. 8 certify that | attended the deceased fram.___3-]2_______. » WSL, ta BeL8__._____., 19.57, that | last saw the deceased 
28: alive an__ 3218. 12_42Z_., ond that death accurred at_ 2.5 A, fram the causes and an the date stated abave. 
‘Ss Rad 2 Qa , } —— ADORESS (Street, city or town, stote) rer SIGNED 
= . ACTUAL “77 A Aner. ‘di $4 at S195} 
yess / SGN A nef St thers yo, tat: 2E~2997 
cara 
$33 5 PHYSICIAN'S ee eee eee Sykesville, Maryl. 
ese ype) Eimund Tust 3. NJ 

ats Se ees A ee ee 
22° : 720. BURIAL, CREMATION, ‘Zab. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (State) 

y i 

2 es Bip fers) | 21 March 1957 Mount Olivet Cemete Frederick, Maryland 
Ene 2 

4 ‘ 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ha, REC'D BY REGISTRAR | 24. REGISTRAR'S pie 

. ‘i Me R. Etchison & Son, Frederick, Maryland oat B- ZG.-S 0 pte 
LN OE 


$°A nvsund 
® 


Pasotl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (974.9 
i y =cern il 6 
= CERTIFICATE OF DEATH 


od 
& 
raw) 
ot 
ive 
ier) 


Reg. Dist. No. 


ss 

3 3 1, PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

& o. 4 o. b. COUNTY F 

32 Carroll eel Meryland saltimore Gity _¥ 


b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town} A Ban 
Sykesville since 2-15-57 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) 
OR INSTITUTION ’ i 
ringfield State Hospital 


¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


e 


Re mo 
| 36 ‘Fast Lanvale Street 


e. 1S RESIDENCE 
ON A 


RM 
yes 1] NO ei 


Bay ZY s¢ 
3. NAME OF First Middl i 4. DAT! Me ve 
betas ; irs le Last ih lonth Day feor 
(Type or print) Phillip Bernard DEATH 9 19 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BiRTH 9. AGE (In years IF UNDER 24 HPS. 
ae Months} Doys | Hours Min. 
"4 W WIDOWED § bivorceD [] 9-99-74, ys. 
10a, USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) " 
So.Carolina U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


_ 


r death. 


p Bernard Mary Baker 


Phi ra 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
{¥es, 90. oF unknown) At yes, give wor or dates of service) [ar 3 uy OS —3, 1091 
oO ad 2 Ty 2 2) ds 
, kn mein. e) tal. Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond ().) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


/ 
BSIX DUE TO 


Conditions, if ony, which &) Hypertension 
ta immediote 
toting the under ( OVE TO 


lying cause lost, ce 


“ 


INTERVAL BETWEEN. 
INSET AND DEATH 
ours 


Then please remave carbon papers. Pages 1 and 2 sho: 


fter this certificote has been signed by the attending physician and completely filled in by the 
|, cremation, or remaval, and in any event within 72 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


q 
& 
82% 
5B ore z 
385 Pagy Il. OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH BUT-NOT Ri TO, THETERMINAL DISEASE CONRQITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
gas rm g CB nS. assoc, with cerebr AQLverL SETEPESER Aha a We pe PRTOR PORN i PERFORMED? 
233 5 YE) NOx] 
208 = (20a. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18) 
s & | ok CONTRIBUTING C] CAUSE OF DEATH 
282 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs & [2c TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF tNJURY (Home, form, | 20f. (City or town) (County) (Stote) 
B.°8 ray Hour a. f. White Not while foctory, street, office bidg., etc.) ' 
Soe 2 p.m. 19 [ot work [J ot work [] H 
$ a 21. | certify that | attended the deceased fram__._2=]5=—____, 19.47, to... 35.9>_919.___.,that | last saw the deceased 
fe 
2: alive on________.March_9,___, 1227. -- and that death occurred atl2:_.__2M) fram, the cousesiondion:the:date Hated !obave: 
= n ADORESS (Street, city or town, state) DATE SIGNED 
ried din ur _f 
ee23 | [seus 2 efield S 
2aR8 
S485 PHYSICIAN'S 
eae: NAME (108) 7 ned Tae ete Sykesvi 
BE°° 720. BURIAL, CREMATION, | 220. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, t 
e582 LILLY OLA fez DIA MLL pe, Zit. 
r 23, FYNERAL — SIGNATPRE aporess = 57/7) Zags REC'D BY REGISTRAR | 24b. REGISTRAR'S SJONATURE 
S AVS (4) 1 ge J - 4 Fi i } f Mi 
Baye (NYS Ad ALL ELLA hides LL o Marti Les 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 2” 43 
C2737 — CERTIFICATE OF DEATH adie a3 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


1, PLACE ae 4 pes 
OLE mama | Y AREZA AD" CHEPD 
sy Gee ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give eaTest town) 
CG x2 RDZ 
5 Wik ies 20 fC. FLWAS BORG *2 RDZ 
d. NAME OF HOSPITAL (Hf not in hospital, give street address) d. STREET ADDRESS e. tS RESTDENCE 
‘| OR INSTITUTION. ON A FARM? 
: ves] No [4 
3. NAME OF First Month 


ft  AOWARD Eo HRD BONNER \Sam MARC S357 


$. SEX 6. COLOR OR RACE [7. MARRIED B-NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
: ‘ao foun buthSoy) Mee 
PHA / wow] —ovorceo) | LEC EY, {FOZ aS 


Poges | and 2 shoul: 


< 100. USUAL OCCUPATION sf fe kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign coustry) 12. CITIZEN OF WHAT COUNTRY? 
8 / Airs most of working life, even if retired) y 
. ry 
BS STL OLN TAN COWL 1g LVF N JHVBEL CUCL oNy of tS « 
7 


14. MOTHER'S MAIDEN NAM 


LW Aik DP L320N Nz Viz LY? i ZR 


fe wae Aiton IN U. S. ARMEG FORCES? 16. SOCIAL den Y NO. |I7. INFORMANT ‘Address 
S| flares er Sgt f ye, pense ‘wor oF dates of service) a 2 
Aa J LWNES WKCEVR f- Ld KbZ 


1B. CAUSE OF DEATH [Enter only one cause per jine,for (0). (b), and (c).] — INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: f 5 LAMAN wa ID DEAT! 
IMMEDIATE CAUSE (o} 


_ DUE TO 


Then please remave carbon popers. 


Conditions, if ony, which (by 
gove rise to immediote DUE TO 


catse (a), stating the under- 
lying cause lost. ( 


Paget il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART "i ees AUTOPSY 


Pt RMED? 
ves] Not} 
200. ACCIDENT WAS UNDERLYING C]_ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port tl of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, = Yeor [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 1 20F (City or town) (County) (Stotey 
Hour a.m. White = Not while Hectory, sent, often Eg. ta | 
p.m. lot work [_] of work ' 


a 
2\. ppaees 7 that Lgttended the decea: m, Cr] ip? S 


jer this certificote hos been signed by the ottending physician ond completely filled in by the fi 
MEDICAL CERTIFICATION 


for use os the burial-transit permit. 


the registror prior to buriol, cremation, or removal, ond in any event within 72 hg 


i, 
to_ ---, 1% £..,that 1 last saw the deceased 


may be retoined by the hospito! or ottending physician. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be execuled within 24 hours offer death. Page 4 


alive on______2 7 a1 Wee yond iy, death occurred PA BV Em frei the causés and on the date stated abovg. 
os 2 
5 4 
ws { SIGNATUR ne, M.D. 
a2 . 
3 PHYSICIAN'S s 
a2 NAME (Typel_ligG pPorte zeoe--Homps tend ,MAe 2222. ----enennn 3/8/57... 
: ; "“GOMBE. CL: ie 
25 VAL {Specify g 
ee 13L0 Fo LY lef 
- re J CD BY REGISTRAR | 24b. u See ys SIGNATU! 
si ss Z Plant Suber 


| A hvaune @ 
4 " 


iset TT a 


BS arco”! | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 274 4 
N2%790 CERTIFICATE OF DEATH 


+ Reg. Dist. No. 
3 Ls is ean 2 Se ee (Where deceased lived. If institution: Residence before admission) 
ie = 9. x b. COUNTY fi 
32 ’ arrol] Sa Maryland Git v 
% \ ie b. CITY OR TOWN (IF outside corporoie limits, write [¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporate limits, write RURAL ond give nearest town) 
\ RURAL ond give nearest town} ae. 
2 ; e 1-20-59 Baltimore (2) 9 VO/-@& 
d. STREET ADDRESS: e. tS RESIDENCE 
ON A FARM? 
4 a 
d ; O01 Binney Street ves ()_NO fd 
3, NAME OF First id 4. DATE 
DECEASED - ee Middle aa Lol be =| a Month Ooy Yeor 
(Type or print) William Baker BORKOWICZ | am March 52 Rigor 


9. AGE (In years [iF UNDER 1 YEAR} IF UNDER 24 HRS. 


lost biethdoy) [Months] Days Min 
71 ys. 


\ Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
{|_Toolroom Worker Maryland U.S.A. 


" 113, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Borkowiiez Constance Antkowiak 
oe “Ba 
Jp | res. n0. or unknown) {IF yes, give wor or dates of service) x 3 
é No 215-007-1235 | Records - Springfield State Hospital 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: peapelae cs: 2 SE 
IMMEDIATE CAUSE {0 


Then pleose remave carbon papers. Pages 1 ond 2 shoul 


|, erematian, or remaval, and in any event within 72 hours after 


j 4 DUE TO 
0 if ony, which " 

gore cise 10 immadiote be 

cote {o}, stoting the under. ( OVE TO 

lying couse lost. Ce 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIYEN IN PART Ifo) | 19. NERECRRoeee 


Chronic brain syndrome asSociated with circulatory disturbance with D? 
za ry ae soe ry * tad yes] NO 


er this certificate has been signed by the attending physician and campletely filled in by the fi 
for use as the burial-transit permit. 


~~ TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


§ 
8 3 
> - 
cs 6 eo ee P wifin al 
ay = |20c. ACCIDENT WAS UNDERLYING 1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port II of item 1B.) 
s & | OR CONTRIBUTING C1 CAUSE OF DEATH 
z © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 2 
3 & [20c. TIME OF INJURY “Month, Day, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
a a Hour a.m, While Not while foctory, sireet, office bldg., etc.) : 
= i phat 19 Jot work [J ot work [J { 
3 21. | certify that | attended the deceased fromJaxuary 20,1995, to 3-5. , 192.2_.that | fast saw the deceased 
A 5 alive on_Mareb 5, gait and that death accurred at Ld. Ae M, fram the causes and on the date stated abave. 
3 de ~~ f Vi V7 lle, ADDRESS (Street, city or om stote) ree SIGNED 
pHs a SIGNATUR : mo. Springfield State Hospital, Is a 
fone 
3 4B5 PHYSICIAN'S ? : 
eaee NAME (Tyee)_Wa1 the onnenfeldt, M.D. Sykesville, Marviand ___. 
82°? Re. BURIAL eae 2b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR GReaeailing 2d, LOCATION (City, town, or county) {Stote} 
2? o> R pec 44,” A 
eee oe, Beco SSF Ale 4 wu 00 BundAtke AME 
- N72 Fuyeede oieecrOe’s “iD x aa, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE. 7 
sais ote l ug ont Yt/57 | 0 Narey Heer, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02 
02729 CERTIFICATE OF DEATH 


ol 


Reg. Dist. No. 


sé 

ee k 1, PLACE OF DEATH 2 USUAL ey {Where decected lived. If insulin: Residence before edison) 
ro) ia = MARYLAND bu COUN 

Oke" A ras U APR PO 


ce ma a3 TOWN (If outside corporote timits, write RURAL and give nearest town) | 


2 NJAN BRIDGE 


e 


b. CITY OR TOWN 4 ate seers ai write | ¢, LENGTH OF STAY IN Ib 
RURAL ond give neg oh 


da. praia ITAL (iF not in hospitol. give street oddress} d. STREET ADDRESS e. bPigees d 
y 
Ot rv RAL ! a [¢ Aa IEP 
3. NAME OF Fint Middle lost 4. DATE Month Doy _Yeor 


DECEASED OF = 
trmeoresn Lf PRidz  BosTyAN | tom Mag 219 
6. COLOR OR ACE 7. MARRIED EVER MARRIED [[] 8. DATE OF BIRTH eins it) os F UNDER t YEAR] IF UNDER 24 HRS. 
fast oy! Mi 
asel Wesramomanr mnoe | Mpy 24-/f75) “PPL | 


Oo. USUAL OCCUPATION (Give kind e work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or oe country) V2. ye ea 


during most af working life, evep_if retired 
AT HOME 
113. FATHER'S NAME ice MOTHER'S MAIDEN ao 


AdoR PRICE Kekh 


15. WAS DECEASED EVER IN U. S, ARMED FORCES? |16, SOCIAL SECURITY NO. ¢dress. 
{¥en 0, pewny fa ™ ot ; ) ) 
(ON NY Ro EE 7 LAD 


1B. — OF DEATH aes anly ane cause per line far {0}, (b), ond {e). Tal ie 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


34x DUE TO 


Poges | and 2 shoul 


death. 


Then please remave carbon papers. 


Conditians, if any, which (b) 
gove rise to immediate 

cat’se (a}, stating the under. DUE TO 
lying cause fost. {e). 


Part It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Pas 


ves] No Zi— 


Beeey eae or PAR Se pean 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part Il af item 18.) 
(le CHER. NOU MEDICAL EXAMINER) 


20c. TUAE OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, ten be (City or town) {County) (Stole) 
Hour a.m. While Not while ee street, office bidg., etc.) 
p.m, jot wark f-] ot work [7] 4 J 


21. | certify that | attended the deceased from. Ted Om £ i. V9nd/'t0_ fx, Wal fthat | fast saw the deceased 
~ a Z 
ative an [e- AES wa (.. and that death occurred a » fram the causes and an the date stated above. 


ter this certificate has been signed by the cttending physician and completely filled in by the fu: 
MEDICAL CERTIFICATION 


, Cramation, or remaval, and in any event within 72 hoy 


for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed wilhin 24 haurs ofter death: Poge 4 
moy be retained by the hospital ar attending physicion. 


a et Lif yi, . ADDRE , cy or town, stale) DATE SIGNED 
a sme Ve T (Mest KX Dueow: Le onl Taw. /.2 WET 
ora i 
zi8 eae YESSCER WD Baers Fete SE 
2 iy a ae fue weep or Peek Agi ak NATURE, : ; 

sc fer Dhak 


a 
| NVIung 


Puy 
An 

| | JT 5] 

YS A\ 194 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 i. 6 
02'749 — CERTIFICATE OF DEATH ianieaen: 


1, PLACE OF DEATH z aie ee (Where deceosed lived. If institution: Residence before odmittion) 
. COUNTY 


Carroll. pica alec Maryland » COUNTY _Allegany 


b. CITY OR TOWN (IF ovtside corporole limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest town) ‘ ¥ 
Sykesville mo. 1). days Cumbe nd Of-O- ~ 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS ke 1S RESIDENCE 


ui 


OR | INSTITUTION ON A FARM? 


yes] No 


DECEASED Pee Month Doy ume, 
(Type or print) a 1 —, Srate March 2 19 57 


$. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF eIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
tou byrbdon Days Min. 
Male White WiDOWED bivorcep [] 6-13-91 as 
1Q0. USUAL OCCUPATION (Give kind of work done] F0b. KIND OF BUSINESS OR INDUSTRY |1T. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Banker Banking Waryland 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


jeath. 


mn papers. Pages | and 2 shoul 


rs aft 


George LL. Broadrup Emma Wachter 


1S. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, no, oF unknown) {it yon give wor oF dove of service) 91 p. . 4 A e a 
Yes ist W. War ic Springfield State Hospital - -vkesville, Wd. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (c).] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: ” ¥ 
IMMEDIATE CAUSE (0! Edem gs hours 


; 1.0 DUE TO 
Conditions, if any, which w__ Congestive Heart Failure 
gove cise to immediate 
cote (a), stating the under ( OVE TO 
lying couse last. (). 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]]19. WAS AUTOPSY 

Euntington's Chorea, with vsvychotic reaction. ves []_No 
2a. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 

a 
[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, Form, 1204 (City or town) (County) (Store) 
Hour 0. m. stan) Nencaia foctory, street, office bidg., ete 
p.m, 19 Jot work [] ot work J a 


21.1 certify that | attended the deceased fram.__.12-6 _., 1956, to___3-17____., 19.5.Z.,that t last saw the deceased 


alive on_____ 3-17, [eee and that death occurred at.2307P eM, from the causes and an the date stated abave. 
ADDRESS (Sireet, city or town, stote) DATE SIGNED 


sewn. “Weald wo. Sprinefield State Yospital. 


PHYSICIAN'S 


Then pleose remove 


te has been signed by the attending physician ond campletely filled in by the f 


for use os the buriol-tronsit permit. 
MEDICAL CERTIFICATION 


the registror prior to burial, cremation, ar removol, and in ony event within 72 hi 


ter this cert 


wvpe vids, Mariage 2 ne a 


I 
220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY Of CRI ORY 22d. LOCATION (City, town, oF county) (Stote} 
Ss og oP eS “Me /S 
g Lee {ead etter cg “4A 
24a. REC'D BY REGISTRAR | 24b. REGISTRAR’ ep a, 
ont S/F ST tts 


S 
5 
& 
z 
2 
a 
> 
a3 
z 
3 
5. 
2 
3 
oe 
2 
A 
<= 
~ 
z) 
z 
1 
= 
2 
3 
iS 
f) 
\ 2 
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TO FUNERAL DIRECTO} 
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a 
as 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 , 7 Vy 
O2741 CERTIFICATE OF DEATH Y 


Reg. Dist. No. 


st 
3 : M 1g ea a UsuAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
38 - Carroll marviano |] STATE Maryland b. COUNTY Badtimore | 


b. GITY OR TOWN (If ouhide corporole ini, wie Tc, LENGTH OF STAYIN Tb ||”. CITY OR TOWN (If cubide corporate imi, write RURAL and give nearent town) 
RURAL ond give nearest town) Hitt ‘ : 
Sykesville Syrs.2mothall Hays Rising Sun «7 x v 


1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO, ]17. INFORMANT Address: 
(Yes, no, oF unknown} (It yes, give wor or dates of tervice) - 
>| No yee Hospital Records 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and (c)-] 


PART DEATH EIATE CAUSE fo Arteriosclerotic heart disease. 


of > DUE TO 
Canditions, if any, which o 


gove rise 10 immediale 
cause {0}, stoting the under. ( OVE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


3 d. OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS e. bere pee | 

= ié pringfield State Hospital. Unknown ves %] no) 

3 

3 3. NAME OF First Middle lost 4. DATE Manth Do; Yeor 

7 DECEASED "i 

rs i patoriprialy Emma Stephens Brewn Stara March 30 ga 

2 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED ©] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
: 890 birthday} Min, 

é Female | White widowed EJ] —_—oivorceo 7-22— 189 yrs. 

= 10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 

Q 2 / during mast af working life, even if retired) 

oy - Unknown — Maryland U.S.A. 

8 I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

4 Clifford N Brown Mary Stephens 

2 

e 

s 

8 

8 

a 

S 

= 


Generalized arteriosclerosis 


lying couse lost, i) 
ay bp le: an war ret CONTRIBYTING TO. Oren. ep tie de! Pee pation ON GIVEN IN PART 1(a)/19. pa el 
Olé Psychcsis with convulsives ai sorecr,st ete ° 
be ae i Sia ronchopneus onia.days ys noO 


200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part II af iter 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {(Stote} 
Hace: ere While Not while factory, street, office bidg., etc.) | 
p.m. 19 Jot work [] ot work (J { 


21. | certify thot | attended the deceased from. 19.2! _,that | last sow the deceased 


alive on_____ 3230-57 1927 = _M, from the causes and on the dote stated above. 


vd 
Q 
3 
bs 
& 
uv 
g 
a 
Fr 
= 


for use os the burial-transit permit. 


ter this certificate has been signed by the attending physician and completely filled in by the f 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 hours rondecth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs ofter death. Page 4 
may be retained by the hospital ar attending physician. 


Os ¢ = 1, ADORESS (Street, city ar town, state) 
Bes | [su Oetitlyy 6. Cprr I~, Springfield State Hospital 
a stalin <b a tek ps abtag eS asi eT 
52 y 
z2 NAME (hive) “YAgustin del C. o.M.D. Pee ee, ed, be ee 
ae it SERA Sa Be x ee Le Ree 4 
= $ CNERAL DIRECTOR'S SIGNATURE ADDRESS 24g. “D.BY REGISTR: OF b PONATURE 

YSAls a) \ ” Vj i APR 5 1 P’ Y g 

15 97 a eae A LE ee BoD a val fa A Se ER LY 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02742 CERTIFICATE OF DEATH 274g 


a Reg. Dist. No. 
3 a ae PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If inttion: Reidenee before =f 
38 ( wh Carroll maryiano |] °° Maryland b.cOUNTY City J 
» : b. CITY OR TOWN (IF foe Timits, write | c. LENGTH OF STAY IN Ib | ©. CITY OR TOWN (if outtide corporote limits, write RURAL ond give nearest town) 
3 = “3 ke svi tt apie. amon. SAdyre Baltimore 3Vv01y4 
£ > d. SE STILT = not in hospital. give street oddress) d. STREET ADDRESS: e. ae 4 
«| gtield State Hospital 2820 Fox Street v6 D) NOte 
6 3. NAME OF First Middle Lost 4. DATE Month Oa; Yeor 
i ee Thomas Kent BROWN on Merch 5 °wST 
2 5. SEX 6. COLOR OR RACE |7. MaRRteD [] NEVER MARRIED [] | 8. DATE OF BIRTH 9 gets iF UNDER 1 YEAR] IF UNDER 24 HRS. 
é Male White wipoweo FX] pivorceo] | April 9, 1874 yn. on] el ee 
& Fam . YSUAL OCCUPATION (Give kind oF work done|10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Siote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
83 (| ih “Stanecutter Maryland UeSeAe 
« 
8 . FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Martine Bell 
8 Bows becost EVER IN U; S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]7. INFORMANT ‘Address 
. Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] INTERVAL BETWEEN, 


INSET. AND DEATH 
hrs. 


lll oS Me ao Bronchopneumonia, unresolved 
Ld DUE TO 


Conditions, if ony, a! Gastro-intestinal hemorrhage 


Then 


the registrar prior to burial, crematian, or remaval, and in ony event within 72 hours after death. 


Gove rise to immediote 
couse (0), stoting the under. (| DUE TO 


lying couse lost. fe Pen 6 


er this certificate hos been signed by the ottending physician ond completely filled in by the f 


3 7° HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


a 

& 
ieee 
Bocce 
BBs ze G. eS Ml, OTHER Berean CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART W(o}[19. WAS AUTOPSY 
at 5 lane s associa ed with cire.disturbance with cerebral arteriosclerosis yes []_ No & 
ro3 = | 0a. ACCIDENT WAS UNDERLYING CL] [200. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Por! Tor Port Il of Tem 1B) 
ar & | OR CONTRISUTING C) CAUSE OF DEATH 
Bees © | CE EITHER. NOTIFY MEDICAL EXAMINER) 
ots & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
5. g r-] Hour 9. f. 1 While Nat iwhith foctory, sireet, office bldg., rc 1 
3 é = p.m. jat work [7] of work [7] 
aoe 21. | certify that | attended the deceased fromDecember 29,, 19 5h, ~Mareh Ee ee 192.57 that | lost sow the deceased 
6 + AA, from the causes and on the date stated above. 
ff 9 3 | Hy Y 4 7 ADORESS (Street, city or town, stote) DATE SIGNED 
e+) AL « A 
zezs = / | json a MUA AAA MA wo. Springfield Hospital 3{5/57. 
£oa2 

> 
$22 Nanctywn___Walther H. Sonnenfelft, M.D, Sykesville, Maryland. 
3 3 by ii oate mal 2b. DATE THEREOF a 9 o 2d. gar §City. town, or sh ) (Stote) 
a2 Sens $4 
Ee CLT 
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Wf ey es 
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3A Nvwaing 
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Page 4 should be 


If any deloy is necessary, please exe- 


1 ond 2 with the registrar prior to 


Item 18. Give Pages 1, 2, ond 3 ta the funerol directar. 
File 


h farm PM3. Poge 5 may be retained for your 
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Medical Exeminer’s Office along 
Page 3 should be used as a burial-teansit permit. 


cute the certificate, writing the word "pending" in penci 


farwarded to the @ 


TO DEPUTY MEDICAL EXAMINER: This cert 
ar removal. 


TO FUNERAL DIREC! 


VS. AISME(S) 
5M 9/55 


a 
h, cremation, 


oo 


bez 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()2'748) 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 5 


0 é Reg. Dist. No. 


7, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
0. COUNTY. r wei @. STATE. x b. COUNTY / 
A 0 YLAND 


b. be oR TOWN eee corporate limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give neorest town) 
give necpest fo ‘a a 
= Va Of LH hans - 7 p-WPE W seman t Fame 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address} d. STREET ADDRESS «. Res 


Bizeti bey SERvitk ei f DERE LHEMMER hansrz 3é ves) NOB 


3. NAME OF First ic Lost 4. DATE Doy 


Yeor 
; OF 
(ype ar print) s Bie ize€ DEATH Mar “G 95 7 
JF UNDER TYEAR| IF UNDER 24 HRS. 
Months] Days | Hours | Min. 


el eae Kast [Give kind of wark done! ne! KIND OF page OR INOUSTRY | 11, BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g most_of working lite, even if retired) * a 
ERMALKS 


14. MOTHER'S MAIDEN NAME 


BK UN KWOWHM 


15. WAS DECEASED EVER IN U. $. ARMED ue £ SOCIAL SECURITY NO. INFORMANT Address 
__| the. ne. oF uninown) TIE yes, give war or dotes of service) { 
ol No VON E ee ee a ales tes = 


) 
‘ONSET ANG_DEATH 
PART |. DEATH WAS CAUSED BY: - 
IMMEDIATE CAUSE re) SOL ATO 


FIULX DUE TO 


Conditions, if ony, ee to 
gave rite to immediot 
{9}, stating the eadhiiyinn DUE TO 
couse lost. (5 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. wea 
yves[] noth 


1B. CAUSE OF DEATH [Enter only one couse per tine for {a}. (b), ond {c).] INTERVAL BETWEEN 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port || of item 1B.) 
PRIMARY 61) or CONTRIBUTING C1 


CAUSE OF DEATH. Re ad Neve - 
20c. TIME OF INJURY = Month, Day, Year |. INJURY OCCURRED /20e. PLACE OF INJURY (Home, eae T20F. (City or town) {County) (Stote) 
* 


Hour 6. m. wae Nat while foctary, street, affice bldg. 
sufns = 1G rw Stflorwork 0] crwork fal 


MEDICAL CERTIFICATION 


Inspection BX, Inquiry AY and find that 
ed from: Natural causes [1], Accident [_], Suicide FI, Homicide oO Undetermined cause [7]. 


DATE SIGNED 
mo, CHIEF MEDICAL EXAMINER [] 


ASSISTANT MEDICAL EXAMINER [7] ZF if 1s fs 
AR DEPUTY MEDICAL EXAMINER fi 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY ‘Md. LOCATION {City, town, or county) {State) 
REMOVAL aug Z Ss 0 
Burk 3/2 EA MEISSE, RL 
ESS 


24a, REC'D BY REGIS) 1 2Ab. J; GISTRAR'S SIGNATURE 
LLL. wae 2 h 3 Kone dle, 


$A NVTENa 


Wasa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02750 
C2744 CERTIFICATE OF DEATH ‘ai tine HO 


2. bid ta fein {Where deceased lived. If institution: Residence before pa S 


Maryland » COUNTY Allegany 


c. CITY OR TOWN (If outside corperote limits, write RURAL ond give nearest town} 


1. PLACE OF DEATH 


©. COUNT 
Carroll bar ha 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town] 


director, 
fed with 


Conditions, if ony, which ( 
gove rite to immediote 
cote (0), stoting the under. ( CUETO 
lying couse los! e 
Past WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19.. Sak ve a 
2.|3|Psychosis with Cerebral arteriosclerosis. * ‘6 oo 


200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port 1 or Port Il of item 1B.) 
‘OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) 
Hour o. m. While _ Nat while foctary. street, office bldg... ae) 
p.m. 1 lot work ([] of work [] 


MEDICAL CERTIFICATION 


wa} 

= esville 15yrs.6mos.5dpys Lonaconing 0/2. 0, 
a = d. NAME OF HOSPITAL (le not in hospitol, give street oddres) d. STREET ADDRESS e. tS RESIDENCE 
= L OR INSTITUTION ON A FARM? 
aS /5 | Springfield State Hospital = ves NO ® 
ce 
ae 3..N, Fint Middle lost 4. DATE Month Day Year 
. beceaseo OF 
a {Type or print) Bessie BUCKLE DEATH March 1, 1957 
>~o 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {in years [[F UNDER 1 YEAR] IF UNDER 24 HRS. 
3 be Months Min. 
2. Female White —_|wiowte ovorceo] | June 1h, 1880 
Ee Oe 100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
b2¢ during most of working life, even if retired) 
wew 5 Housewife SP? Maryland U.S.A. 
d fa i 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

oO 2 
ao _/ | Othe Waxler- Levina Green 
3 é Ws WAS Dee Ato be U.S. OG Te 16. SOCIAL SECUSITY NO. |17. INFORMANT Address 
a fet. no. oF unknow Wt yes, give wor or service) wi * 
gf o| No - Springfield Hospital Records. 
$3 Hy 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] INTERVAL BETWEEN 
sa PART I, i = = Al 
o 5 DEATH MEDIATE cause fo|_ChYonic mitral valvular heart disease 
£é LEI onw DUE TO 
5 
z 
z 
& 
$ 
8 
A 
3 
2 
2 
g 
2 
= 
3 


for use as the buriol-transit permit. 
the registrar prior to burial, cremation, or remaval, and in ony event within 72 wee 


4) alive oni 2 7 .--» and that death occurred me fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
j | [sites _Springfield State Hospital 3/1/57 


Naneines Walther H, Sonnenfeldt, /M.D. 


Wo. BURIAL CREMATION, | 2b. DATE THEREOF Re. N ye OF CEMETERY OR CREMAPORY— 2d. LOGATION (City, town, or county) (Stgte) 
REMOVAL Specify Eases - 7 
fit tid, CEL PBC (POnRCLOE PCOS ttt”: 


23. Dé ;CTOR'S SIGNATURE ADDRESS y ‘24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
5 AS {4) V| 7. Bicletn Htcstes-4 , PIL, omeD-/--S 7 | Se 


moy be retoined by the haspital ar attending physician. 


TO FUNERAL DIRECTO; 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 
page 3 shauld be det! 


¥ ‘A NvTng 
Toy 


fs N 
WJ cu fh } a 


\ 


thot the death certificate be executed within 24 haurs ofter death. Page 4 


jires 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 


E3 


5 
q 

q 
A 


gnd completely filled in by the f 


may be retained by the hospital or attending physician. 


im 
> 


fer this certificate has been signed by the ottending ph; 


TO FUNERAL DIRECTO! 


pay 


Ra 
2 
& 


I 


purs| 


ban popers. Pages 1 and 2 shoul 


ter Heath. 


permit. Then please renfove: 


for use as the burial-transi! 


= 


G 


page 3 should be det! 


¢rematian, or removol, ond in ony event within 72 


the registror prior to bufiol, 


|. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. RITY NO. | 17. INFORMANT Addr 
Tg, WAS ORCEASED EVER IN U.S- ARMED FORCES? [6 Sdcial SecURITY NO 2 of PENA, Ae 
‘ ad ML 2/4 LiCHr 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 Z 7 51 


02293 CERTIFICATE OF DEATH spins a 


2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
STATE b. COUNTY 
LAG AYVD FELICE OD 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


1, PLACE OF DEAT 
co. COUNTY og 


Van ea MARYLAND 


b. CITY OR TOWN ce! outside corporole limits, write | ¢, LENGTH OF STAY IN 1b 
RURAL on ond give neorest town’ 


LLY JER SOME ¢ Wawa: , a 
d. NAME OF HOSPITAL [If not in hospital, give street See) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION tz > 22 ON A FARM? 
2 VA Wt LA < £0 {Fini L? wv. vesQ) No 


3. 4, DATE Month Day Yeor 


a Z 
[7 A 19. 
GE (In yeors R] IF UNDER i HRS, 


12. CITIZEN OF WHAT COUNTRY? 


Wee ee First Middle lost 
(Type or print) SRENE FL/2ABETH HRES F- 


5. SEX 6. COLOR OR RACE |7. MARRIED [Z}NEVER MARRIED (7 |6. DATE OF BIRTH 
FEMALE WHITE \woowod oivorceo S 


Ta, USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLAC 45 FSR CANT 
dyfiag most of working life, even if retired) ; 
. CARRO gf oO 44. D Ae, fd 
13. FATHER'S NAME 14. CARRD 'S ROL 
: 2 LF, ze 
S} LAL] GLY THF MN Li GIGGR a> 


INTERVAL BETWEEN 


NQOEATH 
r. 4 
i a r) ms i 

£f «Oh DUE TO . 

Conditions, if any, which r 

Qove rise to immediote 

co¥se (0), stoting the under: ( OVE TO \ ; A ff, 

lying couse fost. te) FOX AN ALN\VLAMA (MAA LEAL f, 


Parr IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]]19. WAS A ete 
SS aS eb 

0 OL 

200. ACCIDENT WAS UNDERLYING (]_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port I of item 18.) 

‘OR CONTRIBUTING CI CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

[20c. TIME OF INJURY Month, ae Yeor |20d. INJURY OccURRED 206. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) {Stote) 

Hour 0. m. While. Not sii foctoty, street, office bldg., etc.) 
p.m. jot work [_] of work \ 
21. U certify that | attendedgthe woe a AAZ ... 9 Y veil VOR ff. 19, that 1 last saw the deceosed 
olive o1 a... ond Wihot deoth occurred ot! SAM, from the couses/and on the dote stated obove. 


DDRESS (Street, city or town, state) D. NEI 
ACTUAL ° 2 
met eer ae b Jo MRAM aR we 


MEDICAL CERTIFICATION 


' 
NAME Cpe) U \ 
{/SOANAW MAA XL NV ce 94 
Zo. rin Ghee 3 DATE THEREOF Zc. NAME OF CEMETERY OR-GREMATORY Wd. LOCATION (City, town, or county) (Stote) 
~— A . 
LESTER! & MeveRY kueac, J WM TER Ma 


& Ween DIRECTORS names 2da, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE ~ 


cate Be S- Lt st Ae (AIA thu 


$A nvzung 


£861 TT uy 


Darsost 


Tareasw. 
MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3 
OATS & 


02745 CERTIFICATE OF DEATH rs js 


a 


p33 
2 ¥. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If insitution: Residence before odmission) 
85 a. COUNTY a. b. COUNTY 
ED MARYLAND q 
SS f 
y B. CITY OR TOWN iif outide corporate limits, write Te. LENGTH OF STAYIN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
@ pL ond give nearest town) a hee 
4 
g NZ. NAME OF HOSPITAL (if no! in hospital, give streo! oddron) d. STREET ADDRESS . 1S RESIDENCE 
> OR INSTITUTION ‘ON _A FARM? 
S re ves] No ff 
6 3. NAME OF First middie FO 4. DATE Mont Doy Yeor 
3 (Type or print) esi oO h Stara iM FC) wS 
2 3. ane, 6 = OR RACE |7. MARRIED P-NEVER MARRIED [] C DATE OF =f "es (asa iF UNDER 1 YEAR| IF UNDER 24 ETE 
Jest birthday) | Months Hi 
wivoweD[] —_—btvorceo [] yes. peSs) ba 
ry Hae ‘OCCUPATION We Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLAG cae or ZO =a 12. CITIZEN OF WHAT COUNTRY? 
1) during mostag working life, even if retired) 


R A - US A: 


Mé 
ike FATHER" ‘Ss D \ 14. MOTHER'S MAIDEN NAME 
a = 
LY LT _O 
15. WAS abl IN M S. = sh iS 16. Be SECURITY NO. | 17. INFORMANT AAP 5 gS 
PS, 0, oF ae (it yes, give wor or dotes of service} 23 . . 
oN Z roe & A LLVD RTP. 


18. CAUSE OF DEATH [Enter only one cause per fine for (0), (b}, ond (c).] 0) INTERVAL BETWEEN 
~s 


ONSELAND,DEATH  f) 
PART |. DEATH WAS CAUSED By: 
MRSA eka CNOUAA en Oe © nAA Ria YA r A , COEDS 


ty 3 DUE TO C\ Q\ 

Canditions, if ony, which to S 
gove rise to immediate 

cause (a), stating the under- DUE TO 
lying couse fost, {) 


Pat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. NS AUTOPSY 


MED? 
200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t or Part Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ba 


Then please remave carbon papers. 


RFOR! 
ae 1 No a 


20c. TIME OF INJURY Month, i Year |20d. INJURY OCCURRED [200. PLACE OF INJURY iHome, farm, T20F. (City or town) (County) (Stote) 
Hour 0. #1. White __ Not miley factory, street, office bldg., etc.) | 
Pom. jot work [7] ot work t 


21. t corti oe | attend oe fo = snl MF 1949 -/ to. j od a Be) ithat | last saw the deceased 


alive on. 2h 5 7 : 


tion, or removol, and in any event within 72 a reais death. 


er this certificate has been signed by the attending physician ond completely filled in by the f 
MEDICAL CERTIFICATION, 


for use as the burial-transit permit. 


, crema’ 


2B -, ahd that ane occurred oA oe from the causes Gnd on the date stated above. 


? 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours after death: Page 4 
may be retained by the hospital or attending physicion. 


s i ADDRESS (Street, city of town, state) 
a iL i 

B25 SENATUR No A 
e233 / Sophos 
wets PHYSICIAN'S ES 2 Ee \ \ 
oe Le ee WEESe | : ! = 
3 ba rs? No. ia toni ‘2c. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, of county) (Stote) 
22> p = F Z * 
oe A slabs On 4 OD APD STH f (Vp. 
io qs 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE ; 

4) 2} “ of ff, 

Vato) pare 3 Y— 9 A were [fg of C6 


mel 


led with 


x i directar, 


Pages } and 2 sha 


leath. 


fe has been signed by the attending physician and campletely filled in by the 
Then please remave carban papers. 


ending physician. 


id far use as the burial-transit permit. 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 haurs 


ster this cet 


‘- 


may be retained by the haspita! or 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
poge 3 shauid be det 


TO FUNERAL DIRECT 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ft] 2 7 4 3 
02746 CERTIFICATE OF DEATH heahanite Top 


3 uae OF DEATH :s ee (Where deceased lived. If institution: Residence before odmission) 
o o b. COUNTY s 
Carroll son ost Maryland Balto. Cit 
b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if autside corporote fimits, write RURAL ond give nearest town) / 
RURAL and give nearest town) % ud 
Sykesville 2h days Baltimore 3yo/-“% 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS eS i] o~ 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 23 Brehms Lane, ves 2) No Gt 
3. Siena Fint Middle Lost 4. one Month Day Year 
(Type or print) Bernard Vincent COLLINS DEATH March iT, 1957 


5. SEX 6. COLOR OR RACE ]7. MARRIED [7] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (i yon If UNDER 1 YEAR]IF UNDER 24 HRS. 
jost piri y] Hi Min, 
Male White |woowet _ oworcto tC] | March 28, 189) se ap | 
100. eae eis Vd faive) kind os aaa 10d. wig Elevate INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
uring mast of working life, even if reti ain evator 
Clerk Grein El Maryland U.S.A. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


William Collins Sarah Philbin 


uA WAS pictiore Eve u. 4 Bate pike “oT Sel da aa a 17, INFORMANT Address 
le. er oF oko ails bey 14-448 F a 
eric tart = Springfield Hospital Records 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond {e)-] 


PARTI. DEATH MEDIATE cause o___ Arteriosclerotic heart disease 


ef. ). DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


Conditions, if ony, which 
gove rise to immediate 

couse {0}, stoting the ynder, ( OVE TO 
lying couse lost. © 


Part Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
C.B.S.associated with arteriosclerosis. Paso 


20a. ACCIDENT WAS UNDERLYING 0) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port I! of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 
Hour a. n. While. Kot anita factory, street, office bldg., etc.) 
p.m. 1 lot work (J ot work [J 


21. | certify thot | attended the deceased from. February.13, 1957, toMarch 7... 1957_..that | lost saw the deceased 
alive on.March 6, 12. 57_, ond that death accurred at_, JBM, fram the causes and on the date stated above. 


i 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
settee Uf H-Metraph ted ux. soringtreid Stave Vompitar 3/1/51 


Name ttye, Walther H. Sonnenfeldt, M.D. Sykesville, Maryland. ny 


720. BURIAL, CREMATION, ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. 1, Si 
3@1}-1957 New Cathedral Cemetery Edmondson Ave. balto:Mac” 


23, FUNERAL DIRECTOR'S SIGNATURE ADORESS 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
George J.Ruth,Inc.-1735 Harford Avenue, Balto:Md 
A sig 4 


id 
C-. 49 EAM COA 


WAN Lt |go 


20F. (City or town) (County) (Stote) 


= 
Q 
ie 
< 
ae 
= 
& 
Fr 
o 
a 
i 
= 


“s A fvaane s 
g 


“cot TT uv 


ANI 
Ue ATO C 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02747 — CERTIFICATE OF DEATH 02754 


a_i 


alive on_March 6, ...._, bl, and that death occurred otlOz15P m, fram the causes ond on the date stated above. 


may be retained by the haspital ar attending physician. 


= ay Reg. Dist. No. 

& 3 3 1, PLACE OF DEATH 2) Se (Where deceased lived. If institution: Residence befare admission} 

8 °. : 

© 52 Carroll MARYLAND Maryland b. COUNTY Frederick 

= Tt b. CITY OR TOWN (If outside corporote limits, write |e. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) V 

8 ® RURAL ond give nearest town) 

7 kesville 3yrs.5mos.3ddys Frederick /g 2 

2 o “4 da yy Ane das (If not in hospital, give street oddress) d. STREET ADDRESS: e base 

: £2 - 

ess, “ove ield State Hospital 13 N. Jefferson St. ves [] No 6 

i] a 

: Yew: 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
UR DECEASED . OF i 

& 23 {Type or print Margie Alice Albaugh DORSEY DEATH March 6, 1 Ot 

c = 

= a 5. SEX 6. COLOR OR RACE |7. MARRIED L-] NEVER MARRIED [-] | 8- DATE OF BIRTH ACE ey IE UNDER 24 HS, 

= 2 : 

z 3, Female White WIDOWED pivorceot] | January 18, 1880 7 vat er eer | m9 
23 

2 eg. 10a. USUAL OCCUPATION (Give kind of work dane| 10, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

5 é , of wo 

g 8 23 during mast af working life, even if retired) U.S.A 

Bo ves Housewife - Maryland Sef 

Xe = 3 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 2h Sara Jane Valentine 

ae eh George W. Albaugh 

& 2S 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 

= € (Yes, no. oF unknown) {If yes, give wor or dates of service) 

Bo gts™“O| No. z ed Springfield Hospital Records. 

% tgs 1B. CAUSE OF DEATH [Enter only ane couse pez-line far (0), (b), ond (c). INTERVAL BETWEEN 

8 5s ONSET AND DEAT! 

vw sa PART I. DEATH WAS CAUSED BY: Pi 

eae = IMMEDIATE CAUSE (o] a oad 

5 fF 2 DUE TO 

; 2s Conditions, if any, which ei 

B BES gove rise ta immediate 

ee) Se couse (0), stating the under. ( OUE TO 

& 2 = z lying couse fost. (ce) 

3 3 o. a Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ioselerc JN PART 1(0) 19. WAS AUTOPSY 

Saree? ) |=] C.B.S.associated wi cire,disturbance ghitn cerebral Ar cercogelerenety” |r ame 

Za520 re] ith nsycho OD on 

= ; B 5 = | 20a. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port It af item 1B.) 

ZS5e5 & | OR CONTRIBUTING LJ CAUSE OF DEATH 

Zeves U (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= = SS = 

2 5c & [2%c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 

[5238s 6 Hour a. n. While Nat while factory, wreet, office bidg.. tc:) | 

= Z3e 8 Bm, 19 fot work [] ot work (J H 
TBS 

Zeer" 21. | certify thot | attended the deceased from. _Octoher_3,__, 19.23_, March 6, _, 1957...thot | lost saw the deceased 

a 

z 

E 

< 

i. 

° 

po 

= 

= 

& 

oO 

=x 

° 

- 


2 

Os g ADORESS (Street, city ar town, stote) DATE SIGNED 
Ges ACTUAL oe hablhus SCVMM Uys no, Springfield State Hospital 3/7/5t 
z22 | p. _. Springtiene 2tste op stat Ter 
285 Nawcwee Walther H, SoriientelAt, M.D. Sykesville, Maryland. 
aos ee ee gee a 
Zoe ‘Zc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) (Stote 
2 $s commumepule YT Sw Taber, Comets Tacky Pdac  pyfanplocrs 
2 beats. a Dias Ci ADD C7] 24a. REC'D BY REGISTRA) Grp ATURE 

Wis LA ee TE 


La geste \Wonils \4 a Mart £ Litiogg 
7 


‘¥ ‘A Avian 


£960 TT uy 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


> 02743 CERTIFICATE OF DEATH = lle 15 


st 
3 a= : F Pree een 2 ea che gue (Where deceased lived. if institution: Residence before admission) 
22 a. ‘ u o. b. COUNTY 
32 Carroll stn ere Maryland 
y b. CITY OR TOWN (If outside corporate limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give rearest town) 
. RURAL and give nearest town) oe . , 
25 Manchester Yrse Baltimore wv Of 
£ _ d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
= OR INSTITUTION = = ON A FARM? 
a ) Long View Nursing Home 3908 N. Charles St. ves] Nol] 
ce 
= 3. NAME OF Fi idl 4. DA’ 
= ss) DECEASED. re Middle Lost ia u Month 38 Yeor 
3 {Type or print) Louise B. Duvall DEATH arch. 28, 1957 
° 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED. Oo 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR} IF UNDER 24 HRS. 
4 i a, gore Months] Doys | Hours] Min. 
Female White —|woowen oworceo[}] | Not obtainable Abo yn. 
ae Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
€ during most of working life, even if retired) é 
8 | None Spimtniaatetatetatad Baltimore, Md. 
I 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
/ John B. N. Ber Rosalie Eugenia Berr 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17, INFORMANT Address 


G) | Fras 80: unknown {18 yes, give wor or dates of service) 


Mrs, Sidney S. Zell 3908 N. Charles St. 


INTERVAL BETWEEN 
IMMEDIATE CAUSE (0! 


a . ( ONSET AND DEAT 
; , 
Ub re A DUE TO 7 Py £ 
Conditions, if ony, which Fs Ls WECUnes 
Gove rise 10 immediote 


ating the under ( OVE TO 
A 


lying ca {c). 
Parr tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. was, AUTOPSY 


PERFORMED? 
ves] No [Qe 


1B. CAUSE OF DEATH [Enter only one couse 
PART |. DEATH WAS CAUSED BY: 


line for (0), (b), ond (c)-] 


Then please remove carbon papers. 


ansit permit. 
rial, crematian, or remavel, and in ony event within 72 hour; 


200. ACCIDENT WAS UNDERLYING D) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 4 or Port Il of item 1B.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour a. ne While Not while foctory, street, office bldg., etc.) v 
p.m. 19 lot work [J at work [J aa : ete 


S 
21. | certify thot | ottended the deceased from. SLM A . TYE f_,that | last sow the deceosed 
alive on___s 2 


jer this certificate has been signed by the ottending physician and completely fill 
MEDICAL CERTIFICATION 


<M, from the couses ond on the date stoted above. 


may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


3 So ADDRESS (Street, city of t state) DATE SIGNED 
a ACTUAL 
wSs /) |sienat ed if... 28 AS 
aze 
25 PHYSICIAN'S 7 
z2é NAME (Type) __MeQgPorterfield,MiM. | | Ham / 28/ 
oo Zo. BURIAL, CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, 
ay $ moo AION: ‘OK CREMATO! (City, town, of county) (State) 
okt yrial 9 en Moun Baltimore, Md 
= \ ie DIRECTOR'S SIGNATURE ‘ADDRESS ‘ 24a. REC'D BY REGISTRAR | 24 oR EGISTRAR'S AIG! yy 
wire N , Lecdeh Deir Cabot. GR 9D 0 30: >| Waa Hd denree, 


7 a Co 


¥°A Nvaung 


wy” 


Ms -~ 
My arsoty 


thin 24 haurs ofter death. Page 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi! 


moy be retained by the hospital ar attending physician. 


‘ , Si 
» awd aeltaw Nou DTN) VN ow Mise CMery Zee 


Filed wit! 
{ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (). 40 
§ j 02749 CERTIFICATE OF DEATH 7 l 


Reg. Dist. No. 


1. PLACE OF DEATH . 2 USUAL RES! here deceased lived. If institution: Residence before odmission} 
©. COUNTY (as A R rR Cais KE ess [os a ee Dp. b. COUNTY 


b. nat os TOWN (If outside sorporote ti limits, write 
resl town) 


©. CITY OR TOWN (If outside ccperete limits, write RURAL ond give neores! town) 


¢. LENGTH OF STAY IN Ib 
24 yy KTIMORE sen), 


es I 
d. NAME OF HSN (lf not in haspitol. give street oddress) d. STREET ADDRESS e. IS RESIDENCE 


5 | PPRAUGELELD STATE OOM ‘ie W FAHBURE STR. | dso 
Gere Le td mnt tt i pie 


5. SEX 6. COLOR OR RACE |7. 8, DATE OF BIRTH 9. AGE (I IF UNDER 1 YEAR] IF UNDER 24 HES. 
3 MARRIED [J NEVER MARRIED [[] ; Bet £2 4 Cee a He 
W wipowen [] DivorcED [] o- 


10, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY “PAL (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


/ rng Gieei te if retired) 4 L if. 1 M oO ig 3 g : 
i pst A AR . T S M i ¥ m 14, MERGARE T ec k EE R 


4 15. WAS DECEASED EVER IN U, $, ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ids 
JSS ESSELTE vcriccy sthte VOIP 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (<)-] ; ae ee — [INTERVAL Between 
Paarl DesTH a cases © 1h .C Nagutens hl, Vie oo. We AR let ALY lite 

LL o* DUE TO R 

3. if any, which i év tensive Cardio vaichlLay 


gove rise to immediote 


coute (0}, stoting the under. (| DUE TO DBs Ie Fs 
lying couse lost. wo Avienove levoals 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) |? 


Schizophrenia, paranoid type 


200. ACCIDENT WAS UNDERLYING Cen 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘uneeal directar, 


& 


Pages 1 and 2 shou! 


Then please remave carbon papers. 


Lar 


. WAS AUTOPSY 
PERFORMED? 


yes] No] 


tificate has been signed by the attending physician and completely filled in by the fi 


5 
St 
= 
= 
& 
fr 
iv] 
x 
a 
Fay 
8 
= 


for use as the burial-transit permit. 


5 f20c. TIME OF INJURY Month, Boy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, farm, 1 20F. (City or town} (County) (Stote) 

2 Hour an. While Not while factory, street, office bldg., ete. st 

= p.m, 19 fot work [J ot work [7] H 

5 21. | certify thot | ottended the deceased from._.da— 2A" 29 19____ tOppeavt--— J... 19:9-Z,that | lost sow the deceased 
alive an Se. is wh 7, and that death accurred at_J_.-_P_M, from the causes and on the date Stated abave. 


$0 burial, cremation, ar removal, and in any event within 72 haurs after death. 


i Li a > 5 oe A de Na "Woah stote) bin - Ute ie; 
ie Ss o> Ee eae 
Ranctrea Aled Seeds, i Lal, Lads hee eae pottal Sa Marley a 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF ct CEMETERY OR EREMATORY 2d. "LOCATION City” ‘City lown, of county) (Stote) 
REMOVAL [Speci 
Pa nr Baltoe, Nd 
i O 
G}A/ 


poge 3 shauld be det! 
the registrar prior 


TO FUNERAL DIRECTO! 


2a, REC'D BY REGISTRAR | 24b. REGISTRAY'S SIGNATU 
DATE 575 ifs Athy 


$’A — 9 


T uv 


Wacol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
f 09°75 CERTIFICATE OF DEATH 


02757 


mt 


Reg. Dist. No. 


a \ 
25 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where leceored (ved. If institutions Residence before odminion 
23 ¢ , ? marriano || °: p . county 9, 

32 AVA VLA fiteg 

Ce b. cee TOWN {IF outside corporote limits, write | ¢. aS OF STAY IN 1b c. CITY OR TOWN {IF outside corpordte limits, write RURAL and give nearest town) 


6 


ond give neg 

re) 5 la (ims oe Pf y 
Z. NAME OF HOSPITAL [If nor in hospital” give sireal addres) d. STREET ADDRESS fe. 15 RESIDENCE 
, ON A FARM? 


T 
4 ‘OR INSTITUTH a — x a 
3. NAME OF First Middle lost 4. DATE Month Day. mina 
DECE OF E * 
(yasmin A Ke — f- An - E L SE 0A D DEATH aS” 19 4 


6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED . DATE OF BIRTH 9. AGE | (in es TF UNDER 1 VEAR|IF UNDER 24 
jost birthday) [Months] Do. i a 

wipowed [] —_—sobivorced Cet 2 6- YS fe Zo Licihaea ay 
band, 12. CITIZEN OF WHAT COUNTRY? 


VOo. USUAL OCCUPATION (Give kind ef work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Sto or fore) 
during mort af working life, even if retired) 


13. Aad AME a MOTHER’! se 

i APL LAL GAnrategz 
15. WAS DECEASED EVER IN U. S. Shusved FORCES? |16. SOCIAL SECURITY NO. ‘We oe Address, 
{Y¥es, no oF unknown) Oz Gre wer OF date of service) 


18. CAUSE OF a2 Le only one couse per liné'For (h), (b}and (c).) 


Linad 1. DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (a) 


th. 


te be executed within 24 hours after death, Page 4 


ifical 


+} ‘ DUE TO 


Then please remove corbon papers. Pages } and 2 shay 
— 


The law requires thot the deoth cert 


fter this certificate has been signed by the ottending physician ond completely filled in by the f 


i 
5 
2 
o 
& 
= 
€ 
3 
is 
S 
FY 
rf 
22 Conditians, if any, which tb 
Eo gave rite ta immediote 
as couse (a), stating the under (| DUETO 
§ me lying couse lost. {e) 
2e6 a. 3 Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1io}]19. WAS AUTOPSY 
> zo = 
$353 41% tae yes] NO 
Oeas = (200. ACCIDENT WAS UNDERLYING-E}— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
zs ‘a & | OR CONTRIBUTING CO) CAUSE OF DEATH 
eggs © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
SSEe° 5 
2esss & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) {Stote) 
eee 8 Hour oo, m. While Not whi foctory, street, office bldg., etc.) | 
zs R 5 = fot work [Jot wor! \ a a ral mee 
easeev . 3 
Zee 21. 0 certi a viel the deceased fram, a gc 19. Phat | last saw the deceased 
otge a 
Zs 3 olive on___/¢l4Ac4h Vv Jw, YM, from the couses and an the dote stated above. 
t = is Wy), ADDRESS (Sireet, city ar town, stote} Loe St ‘2 
<50 0, ACTUAL : Yau 
apes s / SIGNATURI PREZ: (hued. MO. Pere = 2 ee SO mL a AMA 
Orava / y 
3552 PHYSICIAN’ , 7 a 
Ze<2s |_[NAME ttypé)_/7 7 5 pstea FEL 
re = en re hes o==Ey SRE Teese SS 
ZSZOD [20 puriAL, £ fess RE aE ic. NAME OF cones OR CREMATORY eu ie (Gi. Ke town, gy county) Stote} 
(3 eEas Foy € iSpepity) b, 7°84 
ofo as Stl 
eo Cz DIRECTOR'S - uy — fi 24a. REC;D ) uy 
VS AIS (4) ) Q y , oate 
15M 9/55 V4 = jo. EO Ah 


3A fvaana g 


2Sol IT Uvii 


3 arsosu 


a, 


MAREN. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02758 
O24 CERTIFICATE OF DEATH whine 1% 


all 


ce a 

3 — 4s ee teal cs USUAL RES IDINCE (Where deceased lived. If institution: Residence before admission) 
v °. o b. COUNTY 

° Wy Carroll dite Maryland Carroll 


b. CITY OR TOWN [if outside corporote limits, write 
RURAL ond give neorest town) 


rural-Westminster 


c. LENGTH OF STAY IN Ib 


Life 


c. CITY OR TOWN {[F outside corporote limits, write RURAL ond give nearest town} 


ve Winfield 


iy 


2 d. recs (IF not in hospital, give street oddress) d. STREET ADDRESS e 1S noel 4 
« 0d Winfield Rur,l-Westminster YEO) NO 
z 

5 3. NAME OF Fint Middte ae 4. DATE Month Doy Year 

- DECEASED OF 

: (Type or print) JOSEPH crate §=March 19 1957 
a 

Ss 

Rd 


5. SEX 6. COLOR OR RACE [7. maRRIED T=] NEVER MARRIED = 8. DATE OF BIRTH 9. AGE {In yeors [IFUNDER 1 YEAR[IF UNDER 24 HRS. 
lot ve yon ae 
male white wiooweo[] _ oworceo) | 7-31-1886 


‘2 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired} 

{3 Carpenter General Maryland VaSe 

s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

% Joseph A. Eyler Deborah Spurrier 


r Ny WAS ee Bie U.S. bese ey 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Ft ay se ae orate Seat area 
o| no 219-07-2057 Mrs. Anna Eyler, Same 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {c).} 
PART 1. DEATH WAS CAUSED BY: 

TMMEOIATE cA io) OLS 

Lhé ae DUE TO 
Conditions, if ony, which 0 
gove rise to immediote 
co¥se (0), stoting the under. 
lying couse lost. e) 


inf? have 


the registrar priar ta burial, cremation, or remaval, and in any event withi 


: 


INTERVAL BETWEEN 
ONSET AND DEATH 
3 


fmrAAn, 


Then please remaye carbon papers. 


20a. ACCIDENT WAS_UNDERLYING | 200: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18) 
OR CONTRISUTING CF] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120. (City oF town) (County) (Stote) 
Hour 0. m. o— While Not while foctory, street, office bldg., etc.) 
p.m. 19 lot work (J ot work [J 1 


21. | certify that | attended the deceased from zm Anil / "1953, to. p 22! &_., 19S7.that | last sow the deceased 


alive cla VS Lose, and that death accurred at234-5_M, fram the causes and an the date stated abave. 
, : AODRESS (Street, city or town, stote) DATE SIGNED 


SUA x dy 503 Aaew, 


MEDICAL CERTIFICATION, 


fter this certificate has been signed by the attending physician and campletely filled in by the f 


®@ 


page 3 shauld be de 


id far use os the burial-transit permit. 


Nantes Ce L, BILLINGSLEA 


may be retained by the haspital ar attending physician. 


Ro. renga etn ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
speci 
Ebenezer Carroll Co., Maryland 


23. ey DIRECTOR: 5 SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR _ | 24b, REGJSTRAR'S SIGNATURE 


YS A15 (4) C. M. Waltz, Winfield, Maryland toe R | 19 Vii 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs offer death. Page 4 


TO FUNERAL DIRECT! 


15M 9/55 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o} 119. pees eerie 
oO Oe, ves} No j~ 


7 


¥ ‘A nvauna 


Dacsose 


->,MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02759 
3% MEDICAL EXAMINER’S CERTIFICATE OF DEATH Pi 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian) 
a. COUNTY; 9 ATE b. COUNTY 
A QA bee Alea dl EAs EIR A ‘f, 


Kf 
b. CITY OR TOWN Ct outide corporate limits, write RURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If autiide corporate limits, write RURAL and give nearest town) 
ond give reorest town) w, "4 A 
KEY MAK RURAL EAR VIA VURAL 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) Pod. STREET ADDRESS e Pines ies 
FAR DETOVR NEAR DETOUR 
3. NAME OF First, Middle 4. DATE Month 


Lost 
tmorn oH CARLTON /-LEMING | bam AY, pay, 


6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [J27 8. DATE OF BIRTH 9. AGE itn yeon IF UNDER TYEAR| IF UNDER 24 HRS. 
y e Min. 
MAL A HEL T= |wowern oiorceo [3 | Af f ye SLE 7 : ee in 
10g, USUAL OCCUPATION [Give kind of work done] 105. KIND OF BUSIYESS OR INDUSTRY [11, BIRTHPLACE (State ar Foreign country) 2. CITIZEN, OF WHAL COUNTRY? 
during mos! of warking lite, evep_if retired) a ; ° 
/ SEA AND. RADE MAA , f 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ARLTON db KHL fzefin NE BRVVE 


TS. WAS DECEASED EVER IN U. §, ARMED FORCES? |16. SOCIAL SECURITY NO. 117, INFORMA} F ‘Address 
(Yer, nofer paknown} Ait yes, givd wagor dates of service) sc 
A a Ne Nec ne Lertae orn Mp 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and {c).] INTERVAL BETWEENY 
macs comwascumer,  DISLOEA Czayient Verte 
T1060 DUE TO , 


= 
ae 
m 
4 


1, cremotion, 


Poge 4 should be 


rector, 


If ony deloy is necessary, please exe- 


ive Pages 1, 2, ond 3 to the funeral 


Medical Examiner's Office olang with form PM3. Poge 5-moy be retoined far your fil 


bang 


ges | ond 2 with the registror prior to 


File 


Conditions, if any. which to 
immediate couse 

(a), stoting the underlying, CUETO 

couse last. {e) 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. eee 


0? 
ys Nofd 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port I! of item 1B.) 
PRIMARY By ar CONTRIBUTING O) 
TH. " 
200. "20 


CAUSE Oj 

0c. TIME OF INJURY Month, Day, Yeor aod. JURY OCCURRED-~[20e. FLACE OF INIURY (Home, farm, 1207 (iy or town) (County) (Stan 
By won Qf) While” Not while =| factory, street, office bidg.. etc.) OPN, ? 
pam 19S] Jot work [] ot work “2 Bl tee Fe Gp 


2). l certify that ! taak charge af the remains deséribed abave, heldan Autapsy [_], Inspection Inquiry Ke and find that 
id from: Natural causes [], Accident [], Suicide [], Homicide [[], Undetermined cause [7]. 


MEDICAL CERTIFICATION, 


g the word ‘pending’ i 
Page 3 should be used os o burial-transit permit. 


® 


TO FUNERAL DIREC! 


ATE SIGNED: 
CHIEF MEDICAL EXAMINER ((] ie ‘ 


ASSISTANT MEDICAL EXAMINER [[] 5 — 
YY K/ 


DEPUTY MEDICAL EXAMINER LY 
2g. BURIAL, SON, ‘2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMAIORY ‘22d\ LOCATION 1. town, or county) (State) 
9 - 


NUeA 


REM ‘) = 
BOIZIAL Mr {Ji10 M. W/o De) Dé Md 
f Dir, R TUR op 40. REC'D BY REGISTRAR | 24b. REGISTPAR'S SIGNATURE 
q td nye 9 af i DP, 
OSE A tbnal bin Luda MMe 1 SG ZZ. 7H 
= ; 


M.D. 


cute the certificote, writi 


forwarded to the 
or removol. 
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MARYLAND STATE DEPARTMENT OF HEALTH—SALTIMORE, 18 Og 76 0) 
92'752 CERTIFICATE OF DEATH rg dite _ 76 


md 


jin 24 hours ofter death: Page 4 


cate be executed wi! 


% f 5 ect teal rs Seen ee (Where deceased lived. If institution: Residence old admission) 
- oO oe. if b. COUNTY 
oN Carroll MARYLAND Md Carro 
i. b. cm ‘OR TOWN (If | ounide corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
f 
@ “PTSksane Valley 80 yrs y 2 Pleasant Valley 
, ne 
22 d. NAME OF HOSPITAL (if not in haspitol, treet addi J T ADORE! . 1S RESIDENCE 
£s DY SUITE, ee ete ee an core elle sa) © On a PARE 
aa ! Yes [] NO §] 
E 5 3. NAME OF Fint Middle Lost 4. DATE Manth Doy Yeor 
23 (Type or pin) Miss ‘Fannie Vv Geiman SEATH March 25 BC) 
rs & COLOR OR RACE |7. MARRIED] NEVER MARRIED [> | & DATE OF BIRTH 9. AGE (in yeors [IE UNDER I VEAR]IF UNDER 24 HR 
0" oy] Menth: 
3. wiooweo [] ovorceo—] | Sept 7,1876 BO i ag eg Hours] M 
e ge 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
$e ; during most of working life, even if retired) 
Ves } anning Facto Md. is 
\p fe] ay 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
else 
Qe 5. 
ie Edward Geiman Alverta Bankart 
- o8 ‘2 WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ak 4» | (¥en, no. or unknown} (IF yes, give wor or dates of service) 
aN no 218-10-7 harles eiman Pleasan a Mid 
ay E 18. CAUSE OF DEATH [Enter only one couse.per line for (a), (b), on t INTERVAL apnween 
=a PART |, DEATH WAS CAUSED BY: 2 - ! 3 
es ar) IMMEDIATE CAUSE (o} “ LAT a) DWN a— 
££ DUE TO \ =A! () U Rt 
4 

Bg Conditions it ony, which) = @_( SY PRA Ar te Xy DNAA—URN u 
BE gove tise to immediote - 
zoe: couse (0), stoting the under. ( OVE TO 

= lying couse lost. {c 
eye 
ee 
2 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOFSY 
yes] no [Q-— 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part Vor Port Il of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour o. £1, While. Not sale foctary, street, office bldg., etc.) | 
p.m. 39 fot work (J ot work p 


21, | certify that | attended Te deceased fromyY “<< -} - 4.. 19. Lyf D NMAaa eh 19. p..fthat | tast saw the deceased 
alive of WA Bey. ao sae that death Beeurrsdiet at. 2M, from the causes and on the date stated above. 

Q / LE DPR] oe city gr town, “ry DATE SIGNED 
SUA AbPnes a nih » AS 2 th b. 


ding physician. 


fter this certificate h 


MEDICAL CERTIFICATION: 


a 
s 
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= 
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2g 
z 
5 
oJ 
E 
a 
. 
° 
4 
cl 
s 
3 


for use os the buri 


'O HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death cert 
may be retained by the hospital or 


Pa! 


o 
32 
B33 
apa / ny 
i: ‘| (rows OnE Reese aaah 
ge NAME (Type =a Ay ett 4's. aS VV CA A A of 4 
2 ee 
s Oe -. Ta. BURIAL, CREMATION, | 2b. DATE THEREOF Zc. NAME OF CEHAETER Ry OR CREMATORY 22d. LOCATION (City, tawn, or county) (Stote) 
5.a° REMOVAL (Specify) 
e gz uria. Ma 8 19 Mattherts Cemeter Pleasan Q fe 
= ¥ }23. FUNERAL DIRECTOR'S TIONS ADDRESS 2éa. REC'D BY REGISTRAR | 24b. REGISTRAP'S SIGNATURE 
WEE NY Wits, : AA Taneytown ,Md. ap boat oy We 7) Hie 
. a eee oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


al 


02761 


a. C2729 CERTIFICATE OF DEATH eee. 
sq W Dist. No 
3 ‘3 a? Mave RESENGE (Where deceased lived. tf institution: Residence before admission) 
32 ee ROLL MARYLAND 9: STATED 3 BYP b. COUNTY AKL 


© CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


b, bas ied {If outside corporote limits, write cc. LENGTH OF STAY IN 1b 
URAL and give neorest town) A pte By nes 
} M41 Zo VRS. |214 A LLU ETE 


dé. AME OF HOSPITAL (le in hospital? give street oddress) 2 y d. STREET ADDRESS e. Peis ag sy 
tb OMARISOIY ST / OM APISOMN ST, vs) NOt. 


First Middle Lost 4. DATE Month Dey Yeor 


3. NAME OF 
DECEASED OF 
(Type or print) R, Ven Ce 4 LVE, SPV LP ORE: LZ, DEATH MY Cx 2 19.5. 
5. SEX 6. COLOR OR RACE |7. MARRIED EEYRIEVER MARRIED [[] | 8. DATE OF BIRTH 9%. AGE (In fea IF UNDER 24 HRS. 
™ ALE WHITE \woowe pivorceof] | 4 AA We: 


Months] Doys | Hours] Min. 
10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
APPE LS Le 


rs 


Poges 1 ond 2 sho 


12. CITIZEN OF WHAT COUNTRY? 


<f“s) + ‘ 


$f death. 


|, crematian, ar remaval, ond in any event within 72 hours ofté 


44, MOTHER'S MAIDEN NAME 


224: yA wP PAWNLE FLATELL 


a” ra 
ti? WAS edict act IN U, S. ARMED FOr ES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address. 
r) (es, 90, oF unknown] INF yes, give wor or dates of service) " 
(#] — -_—. a 
OT WSN RS. LAY C: CEE! ECT TER MO 


a nw or A 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond (c)-] 


INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


DUE TO 


UAO-/ 
Conditions, if any, which e 
gove rise to immediote 

cotse (0), stoting the under. {| OVE TO 


lying couse lost. a 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}| 19. Sees 
en! ) 
re? A) ves [} NO 


20a, ACCIDENT WAS UNDERLYING [1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) a 


20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour om, While Not while foctory, street, office bidg., etc.) | 
pom 19 fot work [J of work [J ; Hl 


21. | certify that | attended the deceased from angirt ~~, WSS, tat2 2 AA... 192°7Z,that | last saw the deceased 
alive on 3.~> AS, (ee and that death accurred at_2_Q\_M, fram the causes and an the date stated abave. 


is certificote hos been signed by the ottending physician ond completely filled in by the 


for use as the buriol-transit permit. Then pleose remove corbon papers. 
MEDICAL CERTIFICATION: 


jer 


= 


2 =e < ; ADDRESS (Stree), city ae stote) Seed. z DATE meNeY 
ws 5 SIGNATUR mo. Le that ANN LUET 
ava ‘Ny ‘ 
20 PHYSICIAN'S ? 
22 Nanttiyed Ce Le, Ze 4 Sa Ws 
goo 2c. BURIAL, GREMATION, | 2b. DATE THEREOF 7 NAME OF CEMETERY OF-CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
32° RGMOVAL-(Specify) 3 
es ELD, 2547 | AVDYNOUNT. CEM. | PIV BLUR LDA 7717 lp 
- 7 23. ee DIRECTOR'S SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR ‘2db, REGISTRAR'S SIGNATURE . 
AIS (4) f us * L 
9 “ \ DATE V4 Fa ll os 


MARYLE ND STATE DEPARTMENT ¢ OF Ff HEALTH—BALTIMORE, 18 q 6 7, 
ere FilmG Q 
3 ™~ 
= 02754 CERTIFICATE OF DEATH ey | 
3 5") 1. PLAGE OF DEAT} 2. USUAL RESIDENCE (Where deceoted lived. If inslitution: epidence before admission) 
32 \ co avres if, MARYLANO Tht, Ce sere COUNTY i Re Si 
% b. ayy OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY tN 1b ¢. CITY OR TOWN Lo ics ide corporote timits, write RURAL ond give nearest town) 
a \L ond give/neorest : 4 — 
= ONC (hie 22 € xz : 
2 gi |. STREET ADDRESS e. 1S RESIDENCE 
3 An, ik ff oh 4 ON A FARM? 
3 } Zo AA ves (9 NOFA, 
6 3. NAME OF = First oe lost 4, DATE Month Do; Year 
Fe DECEASED o OF Y Y i 
5 (Type or print) fie) got om XKr« DEATH Dru 19 7 Vi 
e $. $I 6 colo, ous 7. MARRIED [[] NEVER M4 52. tif or Pa 9. AGE {In years [IF UNDER IYEAR]IF UNDER 24 HRS. 
= los, biethgoy) | Manths] Days Min. 
= wivoweo [] divorced L] UE: Dy Lf 
= e Oo. USUAL OCCUPATION (Give kind “= fee en 10b. KIND Q oe OR INDYSTR Tae BIRTHPLACE (Stote hia 12. CITIZEN OF WHAT COUNTRY? 
= during mg , even if retires g i 
§ = — i y NW, f Ay 


vu 
[oes IN U. S. ARMED coal 
of vnknown) {UF yes. give wor or dates of 
ZV 


iy Lae i NAME TE 
v7. eee le) yp 


16. SOCIAL SECURITY NO. 
—_—_—_ 


Address 


De cdandiz Jk 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 


cs 
DUE To 


(<) 


Then pleose remov. 


|, cremation. or remaval, ond in ony event within 72 hodrs of 


AY 
Conditions, if ony, which 
gove tise to immediote 
cose (9), stoting the under- 
lying couse lost. 


i 
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TO HOSPITAL OR ATTENDING PHYSICIAN: aThettaw requires that the deoth certificate be execuled within 24 haurs ofler deoth. Page 4’ 


¢ 
° 
BBs ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
225 24 PERFORMED’ 
3 = $$$ 
ase K & yes) Nogy 
es © 20a. ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY OCCURRED. aan Perea nature of injury in Port | ar Port Il af item 16.) 
ioe & | Of CONTRIBUTING LT CAUSE OF DEATH 
Bees © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
356 & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  ]20e. PLACE OF INJURY (Home, farm, 1 20F (Cty or fowa) (County) (State) 
aoe 5 abit (ate a ee ae ie, oN a stil foctony. set, office beg. cai 
me = Pom. i-fSp-at work a 
: oO S7 
Bae 21. | certify that | attended the deceosed from Auuseh.  __, 19.) SH t0 Fiagek K_., 198 "Zihot | lost saw the deceased 
ia A alive on ee Wd , ond that deoth occurred ot 24{32M, from the causes and on the dote stated above. 
= =o ADDRESS (Siree?, city of town, stote) OATE SIGNED 
Roe 
20 04 UAL be = 
yess [ SIGNATUR fs De, LYE” 
£aRpra 
Oryens PHYSIO(AN'S 
egie (Rot EAD.....AUPR Le. 
ass —- —— 
ao > “MATION, | 226. Da € THER DTS oe 7 Nae - (Stote) Wy 
> a ~ 
aie CRIN Sty) 3/7 ig Cee aw. LA Bie tcl Ub) 
‘ ee aes a Stes oe lye kb? 
VS.AIS (4) (ey a ~ pp 
Yeu vise! FUE CUAL (MAL, SL DATE Mav 7 a LS "Ty w- : 


| Jis. CAUSE OF DEATH [Enter only one couse per line fat 


|). g Fake. J 


eda BETWEEN 
ONSET D DEATH 


Le foeD 
7 
ant ie F 


FS —e 


WA Nvaung @ 


Zot Tf 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 276 3 
02759 CERTIFICATE OF DEATH eee. FS 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
estate Maryland b.county Carroll 


¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 


ai Warfieldsburg 


, PLACE OF DEATH 
Wo. COUNTY Carroll MARYLAND 


¢. LENGTH OF STAY IN Ib 
life 3 


filed wit! 


b. CITY OR TOWN {If outside corporote limits, write 
RURAL ond give nearest town) 


Warfieldsburg 


3 d. nemnen {If not in hospital, give street oddress) , d. STREET ADDRESS: «. Been eRe 

a New Windsor R, 1 New Windsor, R. 1 yes £} Noo) 

5 3. NAME OF First Middle Last 4. DATE Month Gay Yeor 

7 (ype erent) William Andrew Haines DEATH March 13 1957 

a 

Ad 5. SEX 6. COLOR OR RACE | 7. MARRIEO J NEVER MARRIED. i] 8. ‘Tar OF BIRTH AGE sin IF UNDER 1 YEAR! IF UNDER 24 HRS. 

Wale [Waite wong waasa|Senuary 23,1609 “GE [emmy or] mn om 

Be 100. pial Soe eon oe kind Fi ea 10b, KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
€ dng got working if, even rt 

EB ass, i Parte? Own Farm Carroll County, Md. USA 

2 3, * 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME. 

3 Nathan Haines Mae Carr 

3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address Ma . 

§ ‘Yes, 90, ve ol TH yes, gia wor, W “" wervice) 

2 / 21300541664 Mrs. Alice R. Haines R.1 New Windsor 

8 18. CAUSE OF DEATH [Enter only one couse perdipe for (0), (b), ond ()-] 2 a INTERVAL BETWEEN, 

a PART L. DEATH WAS CAUSED BY: WA f Qe ee te 

= IMMEDIATE CAUSE (0)_{ Jct 4 hecho 61 ae a -—v 

= 

= 


ub MG DUETO. . % en eel’ 
4 J: ,. t E - 
Conditions, if ony, zl 6) Chirda, ke D Lf : Ton b, 


gove rise to immediote 3 
cotise (o}, stoting the under. ( CUE TO Ay Z G /) f) y ss re 
lying couse lost. (©). AVEUG LAN a ttet, LAF e L409 

Part Ul. OTHER SIGNIFICANT CONDITIONS CONIR IBUTING ‘© DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN, INE ART Voy] Vo) | 1%. WAS AUTOPSY 


PERFORMED? 
yes (]_ NO 

20a. ACCIDENT WAS_UNDERLYING [1] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 

OR CONTRIBUTING 1) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Year {20d. INJURY OCCURRED = [70e. PLACE OF INJURY {Home, form, £20F. (City or town) (County) (tote) 

Hour o. m. While Not while foctory, street, office bldg... vee 
pm, 19 lot work [] ot work [J 


21. | certify that | attended the deceased from. A==& 27 Rr WZ, to. Aha cao “de. 19.47,that | lost saw the deceased 
.. and that death aaa ee LD /LOP™M, from the causes and on the date stated above. 


¢remotion, or removal, and in any event within 72 hay, 
MEDICAL CERTIFICATION 


for use as the burial-transit permit. 


fter this certificate has been signed by the attending physician ond completely filled in by the fugacal director, 


may be retained by the hospital or attending physicion. 


2 i 

alive on_ 

a S$ (Street, cjiy or town, stote] DATE SIGNED 
i ACTUAL G tk ) Et. ST ) 
wed J | |sisnatur M.D. LEACH tH LHAK,.....--- < Lig ST 
apa 

So 

zi NAME (hype) . : 135_E. Main St. Westminster, Md. _ 
2°° Ro, BURIAL, CHEMATION, 2b, DATE THEREOF ‘Tc, NAME OF CEMETERY @R-CREMATORY 72d. LOCATION (City, town, or county) (Stote) 

ti 
ae Buria 3+16e57 Westminster Westminster, Maryland 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


avis) John R. Byers Westminster, Md. oate.3 ~/2 WD hasid~ Vint 


¢ “Af qVvaNns 


MA TATE DEPART. T EALTH—BALTIMORE, 1 
Miter lesb ch inet rcstae * 02764 


te ; 1mG213 belieS7 et 
02753 | CERTIFICATE OF DEATH ery 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
@. COUNTY 0. STATE 


'b. COUNTY 
Carroll See Maryland Balto 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAYIN 1b c. CITY OR TOWN (If outside corporate limils, write RURAL ond give nearest fown} 
RURAL ond give nearest town) t 


Sykesville " Baltimore = ” f v 


d. NAME OF HOSPITAL (If not in hospital, give sireet addrefs} d. STREET ADDRESS e. IS RESIDENCE 


e 


‘OR INSTITUTION ON A FARM? 


yes] ed: 


Middle Lost 4. DATE Month Doy Year 
19 


{Type ar print) Howard Marsha Haynes DEATH 30 74, 57 
5. SEX 6. COLOR OR RACE | 7. MARRIED yNever MARRIED (| ® date oF eieTH 9. AGE (In years [IF UNDER TY IF UNDER 24 HRS. 
last birthday) | Months] Days | Hours] Min. 
M 4 WIDOWED [7] oivorcep [J ae yes. 


100, USUAL OCCUPATION ( ind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired} A é 
¥TOMOBIL Marvland U.S.A 
14. MOTHER'S MAIDEN NAME 


n_Avenue 


Pages 1 ond 2 shaw 


Marsha Haynes 


V5. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 | Ofes, no, oF unknown) {Hf you, give wor or dates of service) 
as == ia nin > 2 


18. CAUSE OF DEATH [Enler only one couse per line for (0), (b), ond (<)] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS ED BY: 
; IMvebuate cause (o_ Thrombosis of lenticulostriate artery h 


% DUE TO 


Conditions, if ony, which ( 
gove rise to immediate 

couse (0}, stoting the under. (| DUE TO 
lying couse last. ©. 


Part Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) | 19 re AUTOPSY 


Chron.brain syndr. assoc, with circulatory disturbance oe 


ves(] Not 
200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I ar Port Il of item 18.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
SS a LS er nS er oe ee 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY [Home, form, | 20f. (City or town} (County) {Stote) 
Hour on. While Nol «hile factary, slreet, office bldg., etc.) 4 
p.m. 1 fot work (J at work (] t 


21. | certify thot | attended the deceased from,___J=_ 15x... 19.57, to. 3= J9-30=, 1957 thot | last saw the deceased 
alive on____3s E) = 29= 12. --, and that death occurred oth320 AM, fram the causes and on the date stated abave. 


XY, 3 H. ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL Ca 
tne omrnnnal 19 J uth area ny, : 


PHYSICIAN'S 
NAME (Type 


ote tant a = FI SV hh bell oe 
Ra. peg eee a 22>. DATE THEREOF ‘Zac. NAME OF CEMETERY OF CREMATORY 22d. LOCATION (City, town, or county) 
ae E 
ByovaL omc - S7 MARYS HAIG P DEN 
st 


Gi ADDRES: 240. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 
lO Pe Ii 7 
G 361517 St. , yy fa 7 


in 72 haurs after death. 


Then please remave corbon papers. 


|, and in any event w 


stransit permit. 


ar attending physician. : 
ter this certificote has been signed by the attending physician and completely filled in by the f 


?. 


the registrar prior ta bYrial, 


MEDICAL CERTIFICATION: 


for use as the buri 
cremation, or remava' 


may be retained by the hospi 


TO FUNERAL DIRECT: 
page 3 should be d. 
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02757 CERTIFICATE OF DEATH ee 02765 


) fi. pines eeeern 2. USUAL RESIDENCE (Whore deceoted lived. If inatitution: Residence before edminsion) 
3 oO. b. COUNTY 
Carroll “ee Maryland Carroll 


b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Taneytown 20 years m Taneytown 


d. NAME OF HOSPITAL {If nol in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM? 


yes T] No 
3. DECEASED First Middle Lost 4. oa : Month Doy Yeor 
(Type or print) Harr By. Gy Hilterbrick DeatH = March 4 19 57 


5. SEX 6. COLOR OR RACE |7. maRRieD [Ht NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 
lost birthdoy) Days Min, 
Male White _|woowod vor | July 29,1881 Eb tee lps 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |19. BIRTHPLACE {State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Retired Farmer Own farm Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Henry J. Hilterbrick Arminta M. Shoemaker 


Ts, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. 90, oF unkown) LiF yer, give wor or dates of service) 
no 217-18-8708 | Mrs. Helen Hilterbrick, Taneytown, Maryland 
18, CAUSE OF DEATH [Enter only one cause per line far (0), {b). ond (€)-] . INTERVAL BETWEEN 
PART 1. DEATH WAS. CAUSED BY: yA . ONSET AND APERT 
IMMEDIATE CAUSE (6! fiti< 7 
“ ~ DUE TO Pf , 
Conditions, if ony, which AAAAGh 


gove rise lo immediote 
couse {0}, ttoting the under: ( OVE TO 


lying couse lost. fe) 
Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAPH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 


PERFORMED? 
yes] nolj 
20a, ACCIDENT WAS UNDERLYING FE] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) {Stote) 
Hour 0. 7. While Not while foctory, street, office bldg., etc. 
p.m. 19 [ot work [J ot work PA 


21. | certify that | attepded the deceased fram. W2e4,_<2_., 1% te a 
alive on______. ---, 19 )__ Lafid that death occurred dt. al 5 
"WH 


al director, 
filed with 


® 


= 


cote be executed within 24 hours after deoth: Poge 4 


in 72 hours ofter death. 


Then please remove carbon papers. Poges 1 ond 2 shay! 


MEDICAL CERTIFICATION 
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|, ¢remotion, or remaval, ond in ony event wi 


id for use as the buriol-tronsit permit. 


g or DATE SIGNED 
ACTUAL Qo 
SIGNAT 


Z ; RESS (Street, city ne, 
remus —— Lf Ve ge My OW 8 2 DGE MD 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) ; 
B g March heran meters Taneytown Maryidnd 


23. FUNERAL DIRECTOR'S SIGNATURI ADDRESS Zhao. REC'D BY REGISTRAR, --24b, REG 5° SIOYATUREA 
aR toy 
mick aneytown, Maryland DATE 
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page 3 should be d. 
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TO FUNERAL DIRECT 


oat 


CERTIFICATE OF DEATH Reg. Dist, No. 02766 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a. 


COUNTY Ca rro Ly eens a. SAT } La no b. COUNTY Ca 


bs ay: TOWN {IF outside corporote limits, write RURAL ond give nearest town) 


oe altin cre 
e. BREN 


a and OF HOSPITAL ¢. STREET ADDRESS. Se Agen a 
! ! be 24 2] Hosher St, yes (J No Ri 
Lost 4. DATE Month Day Year 


i Middle 
(Type or print) ¥ ot Ho y $ Mo Stats M avch = 19 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. OATE OF BIRTH 9. Speer IF UNDER 24 HRS. 
Pf “a Min. 
emaile White \wowonf ooeoa | G= 21-227 il et iad Ma 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
J duning most of working life, even if retired) if + C, H Ne ie B 
I \ HDuse W aluevT Coun 
j| 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME < 
ae omag X Fowler Hedova Wing 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 2g 
. (Yas, no, oF ynknown), (Ot yes, give wor or dotes of rervice) . g 
nue) one Mrs. Edward D. Bayly - 122 Walbrook Rd. -Balto. 
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lying couse lost, 


Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. PEREORMED 


202xCcbigo phrenic Reachon , Catetouid pe v5 0) NOR 


‘Wa. ACCIDENT WAS UNDERLYING [1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Rt of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —{20e. PLACE OF INJURY (Home, form, | 20. (City or town) (County) (State) 
Hour 9. n. While NOtthile. factory, street, office bldg., etc.) 4 
p.m. 19 Jot work [] at work [J 1 
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Buria. 6 -| Meadowridge Mem. Pk. Howard Co., Md 
. fRE (  ADDRESS/ | | 24a. REC'D BY REGISTRAR | 24b, REGJSTPAR'S SIGNATURE 
a So a ae ee, 
a G 
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TO FUNERAL DIRECT! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death; Page 4 


ter this certificate has been signed by the attending physician and campletely filled in by the f 


ha 


may be retained by the haspital or attending physician. 
the registrar priar to 
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Then please remave carban papers. 


far use as the burial-transit permit. 


page 3 shauld be d 


¢rematian, ar remaval, and in any event within 72 haurs after death. 


1s, WAS DECEASED EVER IN U. $. ARMED FORCES? | 1g, SOCIAL re NO. | 17. INFORMANT Address 
Ye, 2 unknowei AIF yes, give wor oF dotes of service) SLL7 /7, 7 A 
a 11D 4 TOS SILL : D2 Lo 
Ly COL UU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U4¢67 
no CERTIFICATE OF DEATH Reg. Dito. 7 


V. PLACE OF DEATH 
0. COUNTY ( 


2. ml Laeciaead (Where deceased lived. tf =a before odmission) 


rt ) MARYLAND a) h V) if b. COUNTY h Wn tty 


b. CITY OR TOWN (If outside corpprote limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (Iffoutside corporote limits, write RURAL and give nearesiftown) 


EL SLL 14 y beg UO gh ie GUA TVW tI. 28-2 
} 


d. NAME OF/HOSPITAL (If nat ig hagpitgl, give street address) d. Kem ADDR Diy e. 1S RESIDENCE 
" ON A FARM? 
A rn al ves] Nowe 


QR INSTITUTION } / 
First . Middle Lost 4, DATE Day Year 


> Beetadta Y oF 
(Type or print) Ben H = Poti) March G- 195 


5. SE} 6. COLOR ey, ne ZF MARRIED fZ] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years |IEUNDER 1 YEAR|IF UNDER 24 HRS. 

My Q lost birthday) [Months] Days Min. 

VPALL,_|woowe O pwvorceo | 7 ys. 

Ce rr OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 

dor "2 most of working life, eyeryif retired) 7, 

Lf 
VAL CAA as 

13. aay) 14. MOTHER'S MAIDEN NAME 
ror Insp erver Fanti Sim hae 


12. CITIZEN OF WHAT COUNTRY? 


WS A. 


18. CAUSE OF DEATH [Enter anly one cause per line for (0), a ‘and (c)-} 


PART {, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 


PT TK DUE TO 


INTERVAL BETWEEN 
ONSETAND DEATH 


( yy9 op, 
CF 


MALLE 


Conditions, if any, which ) 
gave rise ta immediate 

catie (a), stating the under. ( UE TO 
lying couse fost. © 


Dy Part Wl, OTHER SIGNIFICANT cor TIONS, CONTRIBUTING TO DEATH | TO DEATH BUT NOT RELATED TO THE RMINAL DISEASE CONDITION GIVEN IN PART #(a)|19. ees cee 
a i 


WNEMILA Mt. UPHILL bits — UE. "GO L9 YSE) Nog 


20a. ACCIDENT WAS UNDERLYING C) 20. DESCRIBE HOW INJYRY OCCURRED. (Enter Aature of injury in Port | ar Port It of item 1B.) 
OR CONTRIBUTING O) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour a.m. While Not while foctary, street, office bldg., etc.) } 
Pam, 19 fot work [1] ot work (] H 


21. | certify jet t 2-2 poss the deceased from. ft oes ae ==, 9.8L toZ Lett -Y, 19.0,_Zthat | last saw the deceased 
alive an_. Mirth -~ F feed WeeoeZ and that death occurred at_. a 4 1x51, from the causes and an the date stated abave. 


ee OY Jomushlol 10 Spin pil dae Le ba /40 Do , 


Se pa 4. Son hen Lely Loli! 
AETERY OR CREM ed 


Lae igi LL 
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MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ft) 2 q 6 8 
i. 02760 CERTIFICATE OF DEATH ee 


at 


Se 

z 5 7 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. iowitution, Residence before odmission) 
o. o. 

38 N } Carroll MARYLAND Maryland b COUNTY Dorchester 

as 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond Ne nearest a 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Cambridge o 9. /. 


. 


¢. LENGTH OF STAY IN 1b 
days 


gove rise to immediote < 4 
cotse (0), stoting the under. ( OVE TO cavitation. 


lying cause lost. (ch 


2 Zz 
oa 2 d. NAME OF diene (tf a2 in hospital, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
=e » OR INSTITUTION: ON A FARM? 
ae Henryton tate Hospital 10 Debson Street ves (] No 
ee 
£6 ch Middle Lost 4. DATE ‘Month Doy Year 
ci beceasto 
2% (ype or print) als James Jackson | Set 12 «19 57 
< s 5. SEX 6. COLOR OR RACE ]7. MARRIED KK] NEVER MARRIED [-] | 8. DATE OF 8IRTH 9. AGE (In yeors RU IF UNDER 24 HRS, 
ry lost Pag il Menths| Doys | Hours Min, 
2s Male Neg WIDOWED (} DivoRCED [} =29=1900 
3 ae 100. USUAL OCCUPATION (Give tind ¢ work done] 10b, KIND OF BUSINESS OR INDUSTRY 111, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Bias / | derima most of working if, even if retired) 
Bes Phillips PackingCo. Cambridge, Maryland U.S. Ae 
a eo 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
s¥e 
3 cs | James Jackson Sadie Styles 
BOS 15, WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17, INFORMANT ‘Address 
a 5 (Yes, 80. oF unknown}, (If yea. give wor or dates of service) 
gf No 21-07-8200 | Robert James Jackson - Patient 
z g 18. CAUSE OF DEATH [Enter only one coure per line for (0), (b), ond (€).] INTERVAL BETWEEN 
=a PART I. DEATH WAS CAUSED 8Y: * 
ove IMMEDIATE CAUSE (o)__C c Insufficienc 
= OC AX DUE TO 
a 

os Conditions, if ony, which i i 

a: y. whi onary Tuberculosis with 

2s 

oa 
es 
Sse 
BEs 3 Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10)]19. Was AUTOPSY 
Roe = 
Ens 
€ 8.9 6 1s ‘o No (] 
e038 Al |, ACCIDENT WAS_UNDERLYING C)__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 1B.) 
ait 5 | RRR asta une 
aes 8 

5 a 

56 ah 20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, aay 1 20f. (City or town) (County) (Stote) 

car 6 Hour 0. m. White Not wile faclory, street, office bidg., etc. + 

£ i 2 ad lat work [] ot work 4 fini. 

c=. 21.1 certify that | attended the deceased io eae 1955__, to. March 12 19. 5L.thet | last saw the deceased 


OP M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) : DATE SIGNED 


». .. lenxyton,. | ee eee 


olive on_Mareb 12.1 


2, and that death accurred at 


~ 


the registrar prior to burial, crematian, or remaval, ond in ony event within 72 


Namttyes)_T. F. Vestal, Superintend _Hlenryton State Hospital, Henrrton, Maryland 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, er county) {Stote) 
REMOVAL (Specify) 2 
Buria Waugh Ceme Cambridge, Maryland 


JERAL, DIRECTO) rie ADDRESS. 240, REC'D BY REGISTRAR | 24b, REGISTRAR'S: Sen 


Q 23. FI 
\ 4, 
a Lake d/h oD Joce bate 3-1.2- A 


may be retoined by the hospital or a} 


TO FUNERAL DIRECTO 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death. Poge 4 
poge 3 should be de! 


mAOTBL DEPARTMENT OF HEALTH—BALTIMORE, 18 02769 
u ) CERTIFICATE OF DEATH ce kOe 


/  |1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. COUNNGarroLl] ¥ 0. STATE Maryland b. COUNTY Carroll 


b. cue OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ret} town! : 
uraty Westminster Life 


ad 


filed with 


| directar, 


& 


Rural, Westminster 3) 


1 S See (If not in hospitol, give street address) d. STREET ADDRESS. = Is RESIDENCE 

“ Westminster, Md. RsDel (Union Mills)||Westminster,Md. R-1 (Union Mills) | ws nope 

5 3. NAME OF First Middle lost 4. Dare eet er ‘Dey Yeor LIDT 
3 (ype or print) Elizabeth beats March 1957 19 

a 


5. SEX 6. COLOR OR RACE |7. MARRIED) NEVER MARRIED [] |. DATE OF BIRTH ° Fs a ae IF UNDER 1 YEAR] If UNDER 24 HS. 
urinday] Month: Ba: Mit 
Female White wipoweo ft —oivorceo) [April 11, 1869 sg Fe fies ¥; 


10a. USUAL OCCUPATION ere kind of bate ta 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign | Susi 12. CITIZEN OF WHAT COUNTRY? 


8 —/ | artist & Bosh" "| painting & Poetry! Carroll Co., Md. UeSehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
" I Henry Wirt Shriver Mary Jane Winebrenner 


oy WAS aes U. Sy — ngeeest 16. SOCIAL SECURITY NO. |17. INFORMANT! Address 
S LOS Se le ay 
>| "Ho = None Mrs. John T. Laning, Westminster, Md. R.D.1 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (c)-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: wa AND DEATH 
IMMEDIATE CAUSE (0! 


33/ x DUE TO 


Then please remave carbon papers. 


this certificate has been signed by the attending physician and completely filled in by the fy, 


olive on____ ot. om 
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ears Conditions, if ony, which © 
Es gove tite to immediote 
Bc cote (0), stoting the under: (| DUE TO 
e==2 lying couse lost. r 
ian (c), 
Bess 4 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]|19. WAS AUTOPSY 
4 35 > 3 903.0 RA A RS R ett re P ED) NOR 
ooRs = [20c. ACCIDENT WAS UNDERLYING [)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injuty in Port Vor Port of item 18) 
cies (Ra RSC Rem ity 
£0 vw 
is 3 i NS 
85 G [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (Count (State! 
‘e 2 1 ‘i if foclory, treet, office bldg. ef) | coer 
eo fay jour a.m. While Not shen ) 
2s S{ 5100 om 3 10 SP felon mon Hom & i WESTMINISTER. CARRAL by. 
25 Cf 
3 21. | certify that BAY ded the deceased from.. = ES RS ee I/D, 1957 that | last saw the deceased 
5 
a 


© 


met wee, and that death SS wbOB Mm, from the causes and on the date stated abave. 


eS a Sh Ceol 4 S3es7 


PHYSICIAN'S 
NAME (Type) 


may be retained by the ho: 


page 3 shauld be det! 
the registrar priar ta 


Zo. Ei ial ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {Stote) 
pecify’ : 
323/51 St. Marys Cemete Silver Run Carroll Coe, Mde 
sais. \ , cb, 0 228: fy Littlestom, Pac| our, td es 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
TO FUNERAL DIRECTO; 


A five 


Leet PT WwW 


Mano 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02770 
CERTIFICATE OF DEATH ee 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a. STATE pos b. COUNTY AR R O L ee 


W LS OR TOWN iit outside corporate limits, write RURAL and give nearest town} 


TTUNS7 jaune Wd 


reed 
s 


R 6) Ds L. MARYLAND 


¢. LENGTH OF STAY IN Ib 


47 AS 


‘al director, 
filed with 


6 


ind give nearest town) 


d. NAME OF ren es (IF not in pe give street oddress) Wi EST ADDRES! @. 1S RESIDENCE 
OR INSTITUTIO = 5 ON. A FARM? 
Y : fy SEE TER YES a. No DR 


7 E OF i i 4. DATE 
3. NAME OF D Fint Middle Lost DA’ Month Doy 


: — _— Ti OF F 
(Type or prin!) H AP Wh “ | KS DEATH i) JO) ws . 
5. SEX 6. COLOR OR RACE |7. maRrieo [ZPNEVER MARRIED ["] | 8 DATE OF BIRTH 9A cA Jn yeor i RIIE UNDER 24 HRS. 
~ 419 4 u Y ra Mi 
woomory — oworeoa [AD AD ST 25 20a ete | 


Poges 1 ond 2 shou! 


ian ond completely filled in by the fu: 


ge 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stefe or foreign ik 12. CITIZEN OF WHAT COUNTRY? 
g 8 puring most of working life, even if retired) D 
| - = 
oo Ba Li 
£5 St . 14, MOTHER'S MAIDEN NAME 
a ‘oy \ Pp 9 
Se a ) OR Lj A OD Ld fh 
be wae aS ally, Ke 'S. ARMED. aod 6. HAL Se RITY Ne 17, INFORMANT Addi 
af agit LHI Ja Wes, AUACTER I 
) de D 7 
LN, a) 2, é LLALLE £] S Ri WE fi RID. 


IMMEDIATE CAUSE (o} 
110% DUE TO 


18, CAUSE OF DEATH [Enter only one couse for (0), (b). and (<).} 
PART I. DEATH WAS CAUSED BY: 4 


Then pleose re 


cremotion, or removol, ond in ony event within 72 ours 


Conditions, if any, which 
gave rise ta imme 


ter this certificate hos been signed by the attending ph: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs ofter death: Poge 4 


f otek purr 

3 couse (0), stoting the under i) 
§ : lying couse lost. ic 
2 & 3 Pam Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (o)]19. WAS AUTOPSY 
ee ols vs [] NOT 
res = | 200. ACCIDENT WAS UNDERLYING ()__[20b. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port | or Port I1 of item 1B.) 
s f | OR CONTRIBUTING CJ CAUSE OF DEATH 
Bees © | (1F EITHER, NOTIFY MEDICAL EXAMINER) 
s iS 
ote & ]20c. TIME OF INJURY Month, ini Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, pas 1 20f, (City oF town) (County) (Stote) 
O58 3 Hour a. n, While Not foctary, street, office bldg., etc.) 
si? Ate p.m, Jat work [] at work H a 
=. ems 
ss a that | attended ». deceased at ae LALLA. apae~ Kar CH ZO 19£Z. that | last saw the deceased 
qs fonts <P, weep d that death ee ae BSE, from the causes and re the date stated above. 
oe =o ADDRESS (Sfree!, city or town, st DATE SIGNED 
ge) | [se LYE 72 sede (ade Lae preci ee SZ 
£aza * 
OuBs PHYSICIAN'S + FFE, A? 
exes NAME (Type) Yh 7S) CHES, Lt 
Bg° ? Ro. aay ce TION, 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. WW 1ON N (Cin, town, or county) (State) 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


0207 


= 


(an MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
3 é Mm) 02762 Reg. Dist, No. 7 
aes & i 1, MAGE OF 0 OEATH 2. USUAL RESIDENCE (Where deceoted lived. If Institution: Residence before edmission) 
2 
eo Carroll mamnano || * “Maryland » SOUND gas? @ 117 
= a } b. fabs ide TATE ome ‘corporate fimits, write RURAL & LENGTH OF STAY IN Tb ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
> i 
is rural --Sykesville 5 mos. rural--Sykesville 
Bis) ae d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) dd. STREET ADDRESS . 1S RESIDENCE 
2%.8 00 / vesfT noo 
a 
chee 3. NAME OF Wy Middle Lest 4 DATE Month Doy Yeor 
= ¢ ats Teeter oF print) PENELOPE MAYFIELD DEATH March 2a 1957 
sede 5. SEX 6 a OR RACE |7. MARRIED BQ NEVER MARRIED [J] 8. DATE OF BIRTH 9 AOE wea IF UNDER 24 HRS, 
gif ; 
goles ema white _|wrownt) _oworcto) | March 25,1893 i jaca al eal a 
$a 93 10a, USUAL oc {Give kind of wock done] 10b. KIND OF BUSINESS OR INDUSTRY [1T, BIRTHPLACE (Siote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
aia during most of fe ‘even if retired) 
Sy i . housewt? fe home Penna. U.S. 
ES 33, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2anh i James Brewer Lucinda M. Rudolph 
$e a\ 15. WAS DECEASED 
xe BS 15, WAS DECEASED EVER INU. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 117. INFORMANT ‘Address 
ie 2 ho none Calvin W. Mayfield, Same 
sss 18. CAUSE OF DEATH [Enter only one couse 7 for (0). (b). TNTERVAL BETWEEN 
yuck PART 1. DEATH WAS CAUSED BY: j re v wal gl 
seek : IMMEDIATE CAUSE (0) wr wsivl = ise a$e 
H 252 { x QUE TO 
ries Conditions, if ony, which w 
23 os Gove rise to immediote coure 
2555 {0}, stoting the underlying( OVE TO 
2 a E 2 couse lost. « 
2: 23 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]|19. WAS AUTOPSY 
825% 5 ae 
5 8 S Yes] NON 
~~? = ae 5 = 
s a 3 & |200, STERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port I or Part 11 of item 1B.) 
Zaps & | CAUSE OF DEATH. 
Se gu 3 & | 20. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, ey V 20%, {City or town) (County) (State) 
Gots r} Hour om. While, Not wile factory, street, office bidg., elc.) | 
g25's = pom. 1” ot work [] ot work [] H 
= J - 7 =, 
gf2e 21. I certify that | took charge of the remains described abave, held an Autopsy [1], Inspection pI, Inquiry gj], and find thot 
a ee death resfltfd from: Notural couses KJ, Accident [7], Suicide [], Homicide [], Undetermifed cause 
So 
Soo 
8 g =e a SOUAL TS cll Leg ae/) R Mp, CHIEF MEDICAL EXAMINER [] PAK 
Sie ASSISTANT MEDICAL EXAMINER [7] fy 
2 ee a é yes) JAMES TT, MARSH DEPUTY MEDICAL EXAMINED ESL 
aske: Zo. “URAL CREMATION, [72b, DATE THEREOF Tic, NAME OF CEMETERY StaORGMARORY 22d. LOCATION (City, town, or county) {Stote) 
on co 
e°=o BURTAD | 3-25-1957 | Ebenezer Carroll Co., Maryland 
Bias 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS “GRR bata) BZ, 
/ . —_ , : j 
is 4 C. M. Waltz, Winfield, Md. B| 4 Zio nz, Ces 
Et ty Let 


L MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 027 ois 


r we 02763 CERTIFICATE OF DEATH Ra tialies a 


gove rise to immediote 
couse (0), stoling the ynder. ( CUETO 


tying couse lost. () 
Cars Bet Syste, caee UH SEseLe™ HELL EIBEEE URE pap WBE MY” GA 
YES. NO 


200. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} {Stote) 
Hour o. m. While Not white foctory, street, office bldg., etc.) i 
p.m. W fot work [] of work [] 1 


1 V9 Db, to. 


MEDICAL CERTIFICATION: 


{ 
a a 

5s= "4 

£F 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. if institution: Residence before odmission) 
g z 0. COUNTY MARYLAND 0. STATE b. COUNTY 
. & O 

7) b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Tb c. CITY OR ay {IF outside corporote limits, write RURAL ond give mate town) 

P RURAL ond give nearest town) B d 
= rkea sy Q 3Byln 8 more 27¥ Oo A 
sau i d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
— oat OR INSTITUTION ON _A FARM? 

a y 

55 /° | Springfield State Hospite: 2Valley Street =e 
2 5 3. NAME OF First Middle ost 4. DATE Month Doy Yeor 

= 3 {Type or print) eon bristians Me Geeney DEATH 6, i) 
as 5. SEX 6. COLOR OR RACE | 7. MARRIED [_} NEVER MARRIED B. DATE OF BIRTH 9. AGE {In years {!F UNDER 1 YEAR] IF UNDER 24 HRS. 
ze F Wi o ipipernion Bayt | owas. she 
a. winowen Ks vivorceo—Q] | S=ha'7E a 

Qs Dr 
eg. Wo. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY|11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae a SN | during most of working life, even if retired) 

zs \ housewife Maryland U.5.A. 

S ee / 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

<5 ’ ™ 

§ in 

Be Frank Hagert Elizabeth Kirsd¢hbaum 

Bs \g, WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [])7. INFORMANT Address 

ae r (2, no. oF unknown) (If yen, give wor or vervice), 

> v or — 2: 

gt nkn 15-03-1022 Hospital Records 

28 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
24 ONSET AND DEATH 
Fs PART I. DEATH WAS CAUSED BY: weeks 

85 IMMEDIATE CAUSE (0) 

Z 

a ! Dekiec. 

4 Conditions, if any, which 

3 is 

2 

2 

a 

5 

3 

a 

Fy 

£ 

2 

ro 

= 

= 

3 

& 

z 

e 

£ 


that i last saw the deceasect 


d For use os the burial-transit permit. 
rial, cremation, ar remaval, and in any event within 72 hours 


21. | certify that | attended the deceased fram._____10=20— 


af 


may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 


» alive on__3=k6= JN ---;-- and that death accurred atLO___.A.M, fram the causes and an the date stated abave. 
fs . 4 ~ ls ADDRESS (Street, city or town, stote) DATE SIGNED 
Bes / | [set Zk ef 19. A ao, Springfiedd Stete Hospital 3-16-57 
os 5 PHYSICIAN'S 
“a5 NAME (Type)_Edooind Bo JInsthaus es SU, Se | eee ee 
Z° > Zo. BURIAL, CREMATION, | 22. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stotey 
2 gs maniiadin | 9_57 Baltimore Cem, Baltimore-Maryland 
i () 23. FUNERAL DiRECToR's SIGNATURE ‘ADDRESS ; 
wai \) [John ¢, Miller Ine, .24% ies - Farry Ohtre 
i alto.-1é-Md, WA . 


5 asa . : | 
e 


Dans ofl 


MARYLAND STATE, DEPARTMENT ee 18 
02764 CERTIFICATE OF DEATH 


02773 


£ Reg. Dist. No. 

Ho 1. PLACE OF DEATH 2, USUAL RESIDENCE (Wheryeceored hed. If insitetion: Rsidence betore odmisfon) 
% ; j) maryiano |) °° STAT /  b. COUNTY (an 

he dined iz. ETT i ee 


¢. CITY OR TOWN JF outside carporate limits, write RURAL and give neares! Town) 


¢. LENGTH OF STAY IN Ib 
} iY 


é 


= Aarti é Li hdeta i AS ree leer 

2 @. Rs OF HOSPITAL (If not in d. STREET ADDRESS e. 15 RESIDENCE 

* re OR INSTITUTION G ji 4A ‘ON A FARM? 
by LZ aS: yes Q)_ No 
2 

S 3. NAME OF Fins aa lost 4. DATE Month ¥ 

as DECEASED a el) } ” Dey Tigee 
é {Type or print) = ¥ ig ls LEY, Sean 5 dA 4 I / 19.4 Y 
2 


5. St 6. COl j ae RACE 7. MARRIED BR] NEVER TSIERED [D [®: DATE OF oierH Qe 9. AGE {In years [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
bt dy widowed [} Divorced [] Ke i § ys yrs. 


physicion and completely filled in by the 


aie 10a. pda! eben LL i od af work dane! 10b. KIND OF BUSINESS OR INDUSTRY { 11. ora (State or fofeign count i J 12. CITIZEN OF WHAT COUNTRY? 
ge durjng/most of Seen like, even if relired) y, 
go / (eZ i< Mae aK thaartK C4 Q 
SS 13. “Oy 14, MOTHER'S MAIDEN. iE 
os 
: Alte 
gg kg Darul <n “ Arndt 
2 3~ 1s, WAS aT, ER IN U.S. le FORCES? [16, SOCIAL SECURITY NO. 
E = a Tes, Ay. unknown) UF yes, give wor or dates of service) 
we 
ac 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
x 


DUE TO 
Canditions, if any, which t 
gave rise to immediate 


cavse (a), slating the ynder- 
lying couse (os. 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. ee ee 


MED? 
yess nol] 
200. ACCIDENT WAS UNDERLYING C]_ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, an: 1 20F. (City oF town) {County} {State} 
Hour 0. m. While ah Gari: factory, street, office bidg., etc.) 
p.m. jal work [7] ot work [] i 


MEDICAL CERTIFICATION 


|. cremation, or remavol, ond in ony event i i 


ter this certificate has been signed by the otten: 
id for use as the burial-transit permit. Then pleas 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth cerlificate be executed within 24 hours ofter death. Page 4 


& 21. 1 certify that 1a wi the — from. Zs y ae, 5A tad a. A an 19.$_Z,that 1 last saw the deceased 
2 See if 
¥ Ss alive an iP dnd the SAM, fram the causes and on the date stated above. 
= ° =o SS (Sireet, city gr town, state) DATE SIGNED 
eos / a 
2 BSS / | [Senztor mo. Stole). Ss: Lt. sy 
gaze ; ; “i 
$223 iat CLIRENCE Z, Mi WILLA S, a 
3 2 a AME OF CEMETERY OR €REMATORY 1d. LOCATION (City, town, or county) tote) 
~ oD = ify) = a ct 
aes "Px UPPE fli Bd Lb Ley, -* titi zea JFL SE 77 
é 22. By DIRECTORS SIGNATURE ELA bearer greg by». RAR'S SIGNATURE F 
me aL je. > bidelipiein vee, Oz \vind dae PTA aA 
.) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4 
02765 CERTIFICATE OF DEATH 0273 Q 


Reg. Dist. No. 


Pd \ 
z = & \) J. er tae 7 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& °. 9. b. COUNTY 
cS Carroll MARYLAND Maryland Balto. City 
<a b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
6 RURAL ond give nearest town} a 
NX Sykesville 3yrs.10mos. 28days Baltimore , v 
z <i d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS: @. IS RESIDENCE 
4 - a OR INSTITUTION | ON A FARM? 
a Springfield State Hospital 1806 N. Dallas Street ves Q] No Et 
5 3. NAME OF Fiest Middle lost 4, DATE Month Doy Yeor 
- {Type oF print William C. _MERRYMAN batt March hip 57 
ay 5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED oO B. DATE OF BIRTH %: Paes IF UNDER 1 YEAR] iF UNDER 24 HRS. 
st birthdoy Da} Min. 
5 Male White wioowen X} ——oivorceo | July 9, 1887 68 is eee | i 
2 Wo, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} V2. CITIZEN OF WHAT COUNTRY? 
g ! luring vey of working life, even if retired) 
E at achinis - Maryland U.S.A. 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 i 3 
83 J William F, Merryman Annie Bull 
2 Ve WAS erere ee IN U.S. Gt kore: 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
pastas aus oe sel tare c : 
& J) | World War |f - Springfield Hospital Records 
g j 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (ch-] INTERVAL BETV/EEN 
ce : . : 
: yee \. DEATH MIA Cust on__ Hypertensive cardiovascular disease 
[= “Uy DUE TO 


3, if any, which (b 

gove rise to immediote 

couse (0), stoting the under. (| OVE TO 
is 


lying couse tot. = D4 5 


{e). 


‘er this certificate has been signed by the attending physician and campletely filled in by the 
I, cremation, ar remaval, and in any event within 72 hqur after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Page 


a8 

ee 

Hg, 5 Ed Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTOPSY 
Ros =| Chronic Brain Syndrome with cerebral arteriosclerosis with psychotic re ,PeFormen? 
B88 S Laction Diahetes Melli ves] Noi 
eg ie = 20a. ACCIDENT WAS UNDERLYING C} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

= 8 [OR CONTRIBUTING Cl CAUSE OF DEATH 

§ £ © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

SEs & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
$238 a Hour a. While. Not while foctory, street, office bldg., ete.) 4 

Sk = p.m. 19 [ot work [7] ot work EJ ! 

= 5 

eso 21. | certify that | attended the deceased fram March 7,_.__., 19.55., toMarch.1h, , 1957 ..that | last saw the deceased 
> alive en_March Jk, Terns Ee? ne sefoe, and that death accurred at_92 154M, fram the causes and an the date stated above. 
‘ oF a 5 ADORESS (Street, city or town, state) DATE SIGNED 
aEss poe OP “uo, ...Springfield State Hospital ____3/1),/57_ 
5 Sy / PHYSICIAN'S s 

eg2é NAME itypel/_ Agustin delCampo, M.D. a PEROSWAAS 5. Marylee ee 
& go'e ‘220. BURIAL, CREMATION, | 22b, DATE THEREOF ME/OF CEMETERY OF CR PRY 22d. LOCATION (City, town, ‘ 
ge ge 444 Plas 1 OD726244 LAK Ute tle 7 

= 23. FUNERAL O1 sy) BAD ADORESS yy, f 24a. REC'D BY REGISTRAR | 24b. ‘24 YBNATURE i 
As Lecaberd speevand — , 
Vanes ‘ BEF, : -£2 Oca Mart Jes 
SSS Fe 9 a 


J 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2775 
02766 CERTIFICATE OF DEATH sash: wa 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 


0. COUNTY 0. STATE b. 
Carroll ew ine Maryland SOUNTY Howard 


b, CITY OR TOWN {If outside corporate fimits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF oulside corporate limils, write RURAL ond give neares! town} 


RURAL ond give neorest town) 
lyr.2mo. 7day Elkridge / 


@. NAME OF HOSPITAL {If not in hospitot. give street oddress) d. STREET ADDRESS . 1S RESIDENCE 
OR Teo TUUCN ON A FARM? 


| directar, 
filed with 


e 


” DECEASED 
(Type or print Charles 


5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF BIRTH oa GE E (In iy RIIF UNDER Za HRS. 
joxt Bente ai 

Male White |weown Q pivorceo [J B-2 -68 Baes : 
Wo. USUAL OCCUPATION (Give kind of work we yy) 1D FA a, OR INDUSTRY } 11. BIRTHPLACE (Stote or foreign country} pad CITIZEN OF WHAT COUNTRY? 

during mos! of working life, even if retired) 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Joseph L. Mewshaw Anne Martin 
Weg acll ee a ru U.S. ~—_ spre 4 16, SOCIAL SECURITY NO. |17. (NFORMANT Address 

tthbees A None Records - Springfield State Hospital - Sykesville 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond (chJ INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: * cy 
IMMEDIATE CAUSE (o} ba} dats abhi} days 
oa 


Lvs . DUE TO 


Conditions, if ony, which (b) 
Qove rise to immediote 

cote {0}, stoting the ynder- 

lying couse lost. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/19. Nils 


CBS associated with senile brain disease, with psychotic reaction. Yes) No® 


20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 2 INJURY OCCURRED — [20e. PLACE OF INJURY fHome, farm, | 20, (City or town} {County} (tote) 
Hosetenten. None: factory, street, office bidg., etc.) 
Pom, or work [] ot work [1] H 


a | certify that | attended the deceased from. Ssc=56 Ss sto 3757. , \%___.,that I last saw the deceased 


ere | Bl (ee and that death accurred at 150A, fram the causes and an the date stated above, 
hy hf ADDRESS (Street, city oF town, stote) DATE SIGNED 


A Mo. a ee 


Pages | and 2 shou 


in ond completely filled in by the fi 
nm papers. 


Then please remove ci 


ing physicion. 
iter this certificate has been signed by the attending physici 


LA 


the registrar priar to burial, 


cremotian, or remaval, ond in any event within 72 housgegtt death. 
MEDICAL CERTIFICATION 


for use as the burial-transit permit. 


ACTUAL 
SIGNATURI 


MEEIANS Walther IH, Son enteadt ‘Eos 
RIAL, CREMATION, apate ia ot 


OVAL {Speeffy) 
L, AL q) &) 


moy be retained by the hospital or atte 


TO FUNERAL DIRECT! 
page 3 should be d 


aD REGISTRAR'S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Deed 
02767 CERTIFICATE OF DEATH ee 


As ONC ih pis a 32th (Where deceased lived. If institution: Residence before admission} 
S t 
Carroll marvtann |} ° Maryland » COUNTY Baltimore City 311 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {if autside corporate limits, write RURAL ond give nearest town) 
RURAL gnd give nearest fawn) 


esville 12 days Baltimore. ‘ 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 


ormen'gyringfield State Hospital. 1532 Greendale Road Balt.18 eo Nok] 


3. NAME OF fint Middle Lost 4. DATE Month Qay Year 
DECEASED OF 
(lye or print) Carmela Boni teD Muratore Boras March 3 19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [3 | 8. DATE OF BIRTH 9. AGE {Ip year If UNDER 1 YEAR] IF UNDER 24 HRS. 
MA. last birthday’ > 
Female | White |woowoc] _ovorcot} | _7=23=87 2a pe lig al 


10a, USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
y, during most af warking life, even if retired) 


=| Home work Italy Italy 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


\S} Angelo Muratore Susaana D'Adamo 


15. WAS DECEASEDEVER IN U, S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT 
Offs, no. oF unknown), (lf yes, give wor oF dates of service) 
no Hospital records. 


1B. CAUSE OF DEATH [Enter only ane cause per line far (0), (b), ond (c.] Ae Earene SENIOR) 
PART |. OFATH MSA ono in Hypertensive cardio vascular disease ears 
A DUE TO 
Canditians, if ony, which 
gave cise ta immediate 
couse (a), storing the ynder- ( OUETO 


lying cause lost. 

Pant li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETI MINAL DISEASE GONDITION GiVv! IN PART 10) ]19. WAS AUTOPSY 

Chron: br n sy drgmne “apgociated, Wi iT} th arterlosclerosis (cere ralywith PERFORMED? 
abetis mellitus 


D hoa rea on ves] NOR 


filed with 


sal director, 


~ 


Pages 1 and 2 shau| 


Then please remove corbon popers. 


Ja. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port I ar Port Il of item 16.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
Hour a. n. While Not while factory, street, affice bldg. etc.) ! 
p.m. W fot work [J at work [J H 


DATE SIGNED. 


3-3-1957 


jer this certificote hos been signed by the ottending physician ond completely filled in by the 
MEDICAL CERTIFICATION, 


!, cremotion, or removal, ond in ony event within 72 hours after death. 


id for use os the burial-transit permit. 
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page 3 should be del 
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2c. BURIAL, CREMATION, THEREOF ©. [2c NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, 
Reva Bosh Hee 73 4 (City, town, of county) 
4A} HO Redeem Re imore 
2. POR ADDRESS 2da. REC'D BYfREGASTRAR | 24b. REGISTRAR SIGNATURE 
UV a gag ¥ ben |" OC Merey We 
LLE1 x ‘GZ OC 4 OATE _ 77 ‘ a ZL ‘Ly 
‘a2 7 se 


Nee 


ond 


MARYLAND TATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 2 a. i, ng 
e CERTIFICATE OF DEATH MA, . ; 


st 
a2 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If inition: Residence before odmision} 
£ vuano || b. COUNTY 
33 -— "Carroll ae Waryland Allegany 
r ( CI, ITU a eieocorota nis srt] EXLENGTHIOF STAYIN fs ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
ond give nearest town] : Vv 
ow \ Sykesville 22 days Cumberland 9 / 
d. NAME OF HOSPITAL (If not in hospitat, give street oddress) d. STREET ADDRESS e. tS RESIDENCE 
. OR INSTITUTION ‘ON A FARM? 
/$ prinefield ate Hospvita 950 yes (] No 
3. NAME OF First Middl r 4. DATE 
DECEASED | ie ee a by Month Day Yeor 
Miyparor print) Lillian Undine Neff Leal 3 23. 19 57 


5. SEX 6. COLOR OR RACE | 7. MARRIED (52 NEVER MARRIED | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours Min, 
F W wipowed [X __bivorceo [] 1-10-83 69 on. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A 


during most of working life, even if retired) 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Carl Underdonk Zella Me Donald 
17, INFORMANT Address 


store owner 
1S. WAS DECEASED EVER IN U. S. ARMED. sits 16. SOCIAL SECURITY NO. 
(Yes, no, oF unknown), (It yes, give wor or dates of service) 
DAN ritdis 2 his R 4 orcas 


¢ death. 


te 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).} INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


Then please remave carbon papers. Pages 1 and 2 shou! 


45 X DUE To 
Conditions, if any, which bs 
gove ¢ SS SS SSS SS 


to immediote 
couse (0), stoting the under. { OVETO | 


lying couse fost. 2 X c} 


fe has been signed by the attending physician and campletely filled in by the 


crematian, or remaval, and in any event within 72 ha: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


z 

& 
625 
S65 e Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
Ens aK Diabetes, Chr,brain syndr.ass@c, with cerebral arterioscl,. ves [] NO 
253 © (20a, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
Bes & |r etter NOTIPY MEDICAL BeMINEe) 

. ~ 
bogs & [20c. TIME OF INJURY Month, Day. Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (Stote) 
bog 8 Hour a. fn. if While Not while foctory, street, office bidg., sch 1 
Pe 3 p.m. jot work [7] ot work [7] 
3.8 
fs 5 21. I certify that | attended the deceased from._____3sel=___.__., I'T_, to B= 23____.___., 1BZ__,that | last sow the deceased 
> alive on, 3e23— aE at , and that death occurred at &_.._._PM, fram the causes and an the date stated abave. 
oa 3 So ad, ADORESS (Street, city or town, state) DATE SIGNED 
# . ACTUAL Lt 
ges /| \SeNR nt HK aia, Springfield State Hospital 3-24-57... 
faz = 
2B PHYSICIAN'S: 
egis NAME (Type)_Edinund B. Ia yke sville. pert eae AEE Re. 
S890 ‘220. BURIAL, CREMATION. Tb. DATE THEREOF — Zc. or OF CEMETERY OR CREMATORY a. JOGATION [Ciy, town, er county) (Sigie) 
B2 Bs Joye s 3-B6-S' Ba? 
Egat at 

e 


‘AZZ 


23. RAL DIR EcTOR’ SIGNATURE ne 24a. REC'D B pe Sai ‘2db. REGISTRARS SIGNATURE 
ens) \ sigcces ltt 2 Keg aS, / el oatee 2S 7 Cb Awe 


¥ A Nvmina 


Qasott 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02778 
9769 CERTIFICATE OF DEATH eee 


1 wou fe Zs oar Th D E ae decpased lived. If institution: Residence before odmissy 
KS any MARYLAND i 
. 


a. STA a b. fount 
}b. Rupa OR ips {IE outside cael limits, wrile | ¢. LENGTH OF STAY IN Ib 


ont 


director, 
filed with 


r i 
for 
i = 
\ 


v 


. CITY oe OWN (if joe corporote limits, write RURAL and give neares! town) 


More Il Sy 


2 ) . d. STREET =), . bese 
5 Sy ey ad, “tice ves] NoTS 
c tee 

£ 3. NAME OF First verte, 4. DATE ¥ 

R DECEASED os . Orc’ ord 2 oor 

3 (Type or print) DEATH 19 

= 

= 

2 


yi ee 6, Le ROR RACE 17. a at NEVER MARRIED Cor 8. DATE OF BIRTH arch yeors bail 1 a RI IF UNDER 24 HiS. 
er sin Hours in, 

You wibowep 4 Mi oivorceo [] o-41- | g 10 Slo pe: (Sas 
10a. USUAL abe | {Give kind of work done! 10b, ae OF BUSINESS OR INDUSTRY |11. ® Bn {[Stote or oe country} on ciTizZ, vo ‘Oy COUNTRY? 
=“aduring most of working Ijfe, even if reli aA ) 

ee ee a Hluaehape 
13. FATHER'S NAME 1. 2 j CN staal NAME 
\ 

I) re hd kk leu, eagle a Qn 4 mire * 


Le Was perce aaa IN U. S. ARMED FORCES? 116. rp SECURITY NO. Wp lle Naan! Address 
{IF yea, give wor or dates of service) 0 AR, Q 


1B. "saute Toe DEATH [Enter only one couse per ling for (0). (b). ond (9) INTERVAL BETWEEN 


ONSET ANQ DEATH 
PART I. DEATH WAS CAUSED BY: p = 
IMMEDIATE CAUSE, ol e144 S Wo-. 


» x DUE TO . = x 

Condiisrs: siti onphiahioh a kovig Ob tid Celie rude: Yo Chime “D> UPR re 
F DUE To ‘ 

dD), ) Que} bia bof Lh; 3S Yrs 


Then please remave carbon popers. Poges | and 2 shout 


, of remaval, and in any event within 72 haurs after death. 


OTHER siGNiFiCa IT CONDITIONS, SS EIENS TO a BUT We RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. oe oe 
udqnue dia On 
™m™. WH c dah, 0 OK, Ausky om 6 Kuake| NOC 
20a, ACCIDENT WAS_UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OG URRED. {Enter nature o jury in Port | or Part Il of item 1B.) ? ae 
OR CONTRIBUTING (] CAUSE OF DEATH bs 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


fter this certificote has been signed by the attending physician and compl 
far use as the buriol-transit permit. 


3 2c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
3 Hour a. i While Not while foctory, street, office bldg., sch ‘ 
4 1 jot work [] of work [J 
2 24 si ee the deceased from." UG, 9.24, a = 1941]..,that | last saw the deceased 
> alive on ae TR and that death occurred at dvilS ae, from the causes and on the date stated above. 
ADDRESS (Street, ay. oF town, state) DATE SIGNED 


een aca pteald NalMpypeta 2 Sktathlllad. 
peer Perlite Such D Specs CRONE: tes ihe 


may be retoined by the haspital or attending physician. 


TO FUNERAL DIRECTO: 


page 3 should be d 
the registrar prior ta bt 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after deoth: Page 4 


24a. REC'D BY anon ‘Zab. REGISTRAR’S SIGNATURE 


E55 Fle SOL 


be 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 92779 
"ad 02770 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


b. CITY OR TOWN tt ovhide corporate limin, write RURAL ¢. LENGTH OF STAY IN 3b 
‘ond give nearest town) 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
Baltimore 3yo/ 4 


2 5 Reg. Di 

38 OM 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If instilulian: Residence before odmission) 
2 9, COUN . STATE . 

= 3 Carroll marmiano || 5 Maryland ON" Balto, Cit: 

& 

é 


@ 


2 da 


If any delay is necessary, please exe- 


tem 18. Give Pages 1, 2, and 3 ta the funeral director. 


th farm PM3. Page 5 may be retained far your files. 


d. NAME OF HOSPITAL OR INSTITUTION (if nat in hospitol, give street address} d. STREET ADDRESS e Le ea 
/S'|_Springfield State Hospital 2600 Maryland Ave. vesC]) NOR) 
3. NAME OF Fint Middle Last 4, DATE Manth Dey Yeor 

DECEASED oF = 
(Type or print) Leroy Dawson PIERCY beard = March 78, 19 57 
x 6, COLOR OR RACE |7- MARRIED [9 NEVER MARRIED [_}| 8. DATE OF @IRTH * ar pias IF UNDER TYEAR| IF UNDER 24 HRS. 
- 2 
Male White |wioweo[]  oworceog] | Dec. 15, 1913 is” lest 


10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country} 12, CITIZEN OF WHAT COUNTRY? 


File poges 1 and 2 with the registrar prior ta 


during most of working ‘en if retired} 
aie % Factory worker - North Carolina U.S.A. 
I } 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Se. Robert Edgar Pierc Bessie Bridges 
RES ——. a. Oo AO TO NCES. 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
No | = 239~10-5718| Springfield Hospital Recokds. 


INTERVAL BETWEEN 
ONSET AND DEATH 


6 hrs, plus 


18. CAUSE OF DEATH [Enter onty ane cause per line for (0), (b), and (c).] 


PART I. DEATH WAS CAUSED BY: 
WMMEDIATE CAUSE {a} 


€ 

& a 

3 YG 1X DUE To 

£ Candilions, if any, which 
oo gave rise la immediate cove 
§ 5 (a), ati the underlying( OUE TO 
3 cause last. te 
sg : 3 ree. Nl, OTHER ae [T CONDITIONS CONTRIBUTING TO DEATH BUT IT RE iol 4 THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
= 3 2 3 Acute Brain Syndrome associated with alcohol intoxication. vex) NOT] 
” v 
a i ie 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Port I! af item 16.) 
cee & | PRIMARY [) or CONTRIBUTING OS * 5 . 
es § | CAUSE OF DEATH. Patient fell to floor in seizure, 
3 3 3 20c. TIME OF INJURY = Month, Day, Yeor 20d, INJURY OCCURRED, |20e. PLACE OF INJURY (Home, form, £20f. (City or town) (County) (Stole) 
a} ra) Hour While Not while factory, sireel, affice bidg., ele.) | { 
eat ¥| 8:30 BA vi at work [] ot work ‘a Hospital Sykesville Carro a 
eo 


2.t a thot I took chorge of the remoins described obove, held on Autopsy KJ, Inspection [XJ], Inquiry [3, ond find that 
deoth ayy rom: Noturol causes XJ], Accident [1], Suicide [], Homicide (2. Undetermined couse [7]. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
cute the certificate, writing the ward ‘‘pending™ 


~, 

uv 
4 
= z : fe ae Mp, CHIEF MEDICAL EXAMINER [] ey 
nae a 4 ‘ASSISTANT MEDICAL EXAMINER [1] 
BSe = fnny 
es 8 N A: » dames T, Marsh, M.D. DEPUTY MEDICAL EXAMINERJC] 3/19/57 
Sze ae Tee 
32 é To. Set, SETON. 7b, DATE THEREOF Tic. NAME OF rey ‘OR CREMATORY Zoo Sgenpor county) 7 {(Slote) 

4 Mipent. F Ze Fi — p YLOLg ELS ES 

y g 24a, REC'D BY. ren q g RE 
WS. AVSME(S) 2, aa fit) ee) yy CA 
5M 9755 tecp lool Hnaty die 


‘ & = 
, A fivind K 
éS6l OS UY 


ey 


NY; 
/\ nS ae 4 
Yo /A\ I s]9). 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q2730 
02°77 1 CERTIFICATE OF DEATH Ste ee 


m 


3 i Rg aK pga DEATH & bie eae o {Where deceosed lived. If institution: Residence before admission) 
3. W a. a. b. COUNTY 
38 Carroll Se laryland B ¢ 
a b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
se RURAL ond give neorest town) en. 
¢ if 
SS Sykesville 26 days Baltimore 31, Md Z d 
£ d, NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
¥ —_ OR INSTITUTION ON A FARM? 
es / pringfie St. 2 6 pe e ves (] Nod] 
$ 3. NAME OF Middle Lost 4, DATE Month Doy Yeor 
=- DECEASE! OF 
7 (Type or print} Joseph William  Ratajczak il 3 6 19 
Rol 
ie 


5. SEX 6. COLOR OR RACE |7. MarRteDfs] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (in years [IF UNDER 1} YEAR] IF UNDER 24 HRS. 
4 «lost birthday) peye Min. 
M W wiboowsp [] Divorced [] 99298 15( 9~-29-] 1 yrs. 
10a. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of wgrtng life, even if retired) ¥ 
mechanic automobile ayland U.S.A, 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Ratajezak Mary Michalak 
* ike WAS Betas Paes TN U.S. ARMED eee 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
‘es, nO. Or unknown) {tt yes, give wor ar dates of service) a . 
a) aln 799-3108 | Hospital Records 


18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), and (J 


PART |, DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (o] 


/ x cUETO metabsases to brain 
Conditions, if any, which 
gove rise to immediate 
cotse (0), stoting the under. ( CUETO 
lying couse lost. (©). 


ee 4M. QTHER SIGNIFICANT CONDITIONS BUTING TO DEATH BI ee with % THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|1%. WAS AUTOPSY 
Chr.brain syndr,assoc. W psych, reactions ESE) NO CY 


yes] No 
20a. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part Il of item 18.) 
‘OR CONTRIBUTING [1 CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


death. 
) 
~ 


a 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


, month plus 


|, and in any event within 72 hours 


ib} 


cate has been signed by the attending physician ond completely filled in by the f 
MEDICAL CERTIFICATION 


id for use as the burial-transit permit. 


, crematian, ar remavol, 


e haspital ar attending physician. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


3 20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
ee Hour a. While Nal while factory, street, office bldg., etc.) + 
2 pom. 1 fot wark [] of work i 
3 21. | certify thot | attended the deceased from.______. 2elbe_, 19.57, to_3elée , 19.517..,that | lost saw the deceased 
». alive on__...-3etb= 12_24,..., and that death accurred at2250_A.M, fram the causes and on the date stated abave. 
be es ie A, rt. ADDRESS (Stree!, city or town, stote) DATE SIGNED 
s a ACTUAL Lz 2 bes [Fx : ' 
puss / Snel rune 17 J albu ng Springfield State Hospitel__________ 3=16=57_. 
egza 
oe B35 PHYSICIAN'S 
esse NAME (Type)_[Gmund B, Tusthai M.D, Ae ek i a 
e225 party 
ge ze (Pitre Wad ze EN St. Stanislaus Boas nf cnef) 
- 3. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S, SIGNATURE, ‘ 
ese FMA 3h (So O35, WkLp SY. joe. 2. bfanry Grey, 
{ v ” 


TAIN 4 O [GOT 


% A Aven 


26T 


Waco! 
la MZIs¢ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02°7'72 CERTIFICATE OF DEATH é 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


0. STATE Maryland b. COUNTY Montgome 


| c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


02781 


an 
* Carroll 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give neorest town) 


firectar, 
filed with 


é 


e Sykesville d Sob Takoma Park {8 iT 

HN | d. NAME OF HOSPITAL (If not in hospitol, give street oddred) od. STREET ADDRESS. ©. IS RESIDENCE 
* * OR INSTITUTION 4 ON A FARM? 
= {i Springfield State Hospital 112 Lineoln Avenue ves TC] NO 
5 3. NAME OF First Middle lest 4 DATE Month Day Yeor 

: (Type or print) Charles Reid REYNOLDS DEATH March 

e 9. AGE (In years IF UNDER 24 HRS, 


lost birthdoy) 
yt. 


ialagt 6. COLOR OR RACE | 7. MaReieD [] NEVER MARRIED [] |@. DATE OF BIRTH 
Male White wioowe] — ovorceo] | March 20, 1895 Doys Min 


10a, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


4 : J 

4 during mogt of, working life, even if relied) 

nf BF fice "“cler - Tennessee Ssh. 
Ss 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 5. E. Reynolds - Bell 

2 


remaye carbon papers. 


roman 


I 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(¥en, no, or unknown) Iit yes, give wor or dotes of verviee} 
/|___Yes Unknown = Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line fax (0), (b), ond (6)-] ‘ 
PA ATE ES IES LION POV AAEVED LINE 
UG ss DUE To Y x g 
Td BALAI S - At bdd 


Conditions, if ony, which ® 
gove rise to immediote 
couse (0), stoting the under- ( DUE TO 


lying couse lost. (o). 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(op|19. WAS AUTOPSY 
= 5 PERFORMED? 
Involutional psychotic reaction. ves NOD 


200. ACCIDENT WAS UNDERLYING C]_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


———————EEEE SS 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 208. (City or town) (County) (Storey 
Hour a. 1. While Not while foctory, street, office bldg., etc.) ! 
p.m. 19 jot work [] of work (J i 


21. | certify that aia y p2 dex Mari =, 19.57. that | last saw the deceaseci 
alive on___ March. / 


eee Sy, M, from the causes and on the date stated above. 


INTERVAL BETWEEN 
ONSEJ AND DEATH 
fe 


Then please 


MEDICAL CERTIFICATION 


far use as the burial-transit permit. 


fter this certificate hos been signed by the attending physician and campletely filled in by the 
iriol, crematian, or remaval, and in any event within 7: 


may be retained by the hospital ar attending physician. 


£ So ADORESS (Street, city or town, stote) DATE SIGNED 
Bes $eutiun wo, Springfield State Hospital LOLE7.. 
ape 
435 / MAASANS Walther H, Sonnenfelldt, M.D. Sykesville, Maryland 
es eeees anno a ann nn en ere nn en nen 
sop 20. BURIAL, CREMATION, | 22b. DATE THEREOF ZAG NAME OF CEMETERY OR CREMATORY d, LOCATION (City, . a) st 
28; ezenorat Get 12" 3-19.57 aN f ey in hwy, Me Ay 
= ra dd Cs ¥ Nee“) Dinh Nac a AE e g ee eS 3 A aa a One 
= 23. 6 ‘ DA axh Citas. vec'p'ev GISTRAR) | 24b? REGASTRAR'S SJGNATURE 
¥5 AIS (4) R 4 " C\ AR 3 WO ie é A 
45M 9/55 idad _\A\ 0-3 A OR las, LI KG 
7 


} 


we 


) 


= 
1, cremation, 


Page 4 should be 


s 
q 


b 
é 
© 
6 
ty 
a 
= 
5 
3 
3 
2 
2 
< 
& 
3 
> 
F3 
6 


d for yaur fil 


ines 
File pages 1 and 2 with the registrar priar ta 


bey 


ive Pages 1, 2, ond 3 ta the funeral 


Medical Examiner's Office clang with form PM3. Page 5 moy be reta’ 


Page 3 shauld be used os o buriat-transit permit. 


‘~@ 


cute the certificate, writing the word ‘‘pendin: 
TO FUNERAL DIRE 


forwarded ta th 


TO DEPUTY MEDICAL EXAMINER: This certi! 
or removal. 


VS. AISME(5} 
5M 9/55 


GD 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02773 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


L Beefs DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
a. ARTES Lys MARYLAND eae y) D, b. COUNTY A ROLL 


b. CITY OR TOWN (it outside corporate limit, write RURAL ¢, LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town} 


ive nearest fown) 
Asnd AJE ST C1 ie He / We >TrNSTE R xe 
d. NAME OF HOSPITAL OR INSTITUTION (ff not in hospital, give street oddress) d. STRI ADDRESS , e. Pe te 
LiBERTT Si_£xt.0./ |ebepe 
lost 


02782 


Reg. Dist. No. 


LIBERTY 37. £XTp. 


3. NAME OF Fint Middle 4. DATE Month Doy Year 
DECEASED OF 
(Type or print) CBee i L) AM eke Lh can /VAK VAG v5 7 
IF UNDER 24 ARS. 


5. SEX 6. COLOR OR RACE }7- MARRIED [1] NEVER MARRIED [-]| 8. DATE OF BIRTH S2tGE oo IFUNDER 1YEAR. 
the Hi Min. 
MM ‘ wioowen Pf ovorceo) | 3-/O- | fal Wi Om. DE Og | Pcerng lines 


Toa; USUAL OCCUPATION (Give kind of work done] 10. KIND OF QUSINESS OR INDUSTRY 11. BIRTHPLACE (Siote or foreign count] 12. CITIZEN OF WHAT COUNTRY? 
during most of werkig lite, even if retired : 
DP ip ict es 


A . Vv uf: 
13. FATHER'S NAME = 14, MOTHER'S MAIDEN NAME 
4 DAM a ahe es ras a 
‘AS DECEASED EVER IN U. S. ARMED: FORCES? 1%. SOCIAL SECURITY NO. |17. INFORMANT Address yp of 5 LIEBE v 7; 
(Yes, ne. or unknown) {Hf yes, give wor or doles of service) «eb + a nes: Y SF 
vO 14 16 b 2 L LLIA » D(A AD iP Ou} js, =; >. 


LAL pL f ford Pp 


18. CAUSE OF DEATH [Enter only one cause per INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


Le XO./ DUE TO 
Conditions, if ony, which fo) _ 


to immediote cove 
(0), stoting the underlying DUE TO 


couse lost. © 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{0}|19.. Be Bard ea 


YesE) No By 


‘ONSET AND DEATH 


eefusion Negte - 


200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port t or Part tl of item 18.) 
PRIMARY (J or CONTRIBUTING [) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |200. PLACE OF INJURY (Home, form, 120F, (City or town} (County) (Siote) 
Hour g. m. While Nal while fectory, street, office bldg., etc.) | 
pom, 19 at work [] at work {[] : 


21. I certify that | took charge of the remains described above, held an Autopsy im Inspection . Inquiry [Xf and find that 
death ye from: Natural causes i Accident [], Suicide [1], Homicide [], Undetermined cause [1]. 


CTUAL Y]} eer DATE SIGNED 
BOA ne OCU bg ; Mio, CHIEF MEDICAL EXAMINER [} 
; ASSISTANT MEDICAL EXAMINER: Oo 
$i ry 
petty) SSA E (Y] D-RSh DEPUTY MEDICAL EXAMINER TY 5/26 /[S- 7 


g 
3 
= 
4 
a 
i) 
3 
rat 
o 
= 


‘Zo. BURIAL, CREMATION, | 226. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, flown, or county) (Slote) 
f, REMOVAL (Specify) I0 Op ~ 
BULA ES -/ 


DOANE METE WEST7 D. 


24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE = 
pare h 9 Bovis L4H 


3. FUNERAL DIRECTOR'S SIGNATURE 
% 


3) d tM LN NL LL 


« 
Py 
& 
o 

e 

€ 
5 
3 

co] 
2 

3 
3 
3 

2 
= 

a 
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= 

7 

o) 

2 
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3 
ry 
zg 
Cy 
e 

3 
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ro 

e 
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8 

= 
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g 

a] 
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. 
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* 
‘3 
es 
a 
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3 
2a) 
Pi 
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t= 

Zz 

< 

g 

a 

> 
= 
= 

Qo 

< 

é 

< 

oe 

° 

9 

& 

a 

° 

= 

te} 
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moy be ret 
z TO FUNERAL DIRECT 


2 
Py 
Se 


ined by the haspital ar attending physician. 


fungral 


‘er this certificate has been signed by the oftending physicion and campletely filled in by the 


id for use as the burial-transit permit. 


Ft, 


b 


the registrar priar ta Bt 


filed with 


Poges 1 and 2 shau 


Then please remave carban popers. 


poge 3 shauld be di 


ad 


cremation, ar remaval, and in any event within 72 hours ofter death. 


z) 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02783 
Q2774 CERTIFICATE OF DEATH 


Reg. Dist. No. 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


©. COUNTY = fi ©. STATE b. COUNTY y, 
Le pe C “ae LtLA Ct tale 


b. CITY OR TOWN {If oytside ote limits, write » LENGT! TAY IN Ib . CITY OR TOWN i 9 ite limit rT RAL i Hh 
nN WN ( ide corporote timits, w CG Le g OR To! Yipu side ¢5 weak") , write RURAL ond give nearest town) 
r< 


and_give negfest lown) QO 
Z Yet TILees ef 


d. NAME OF OSPITAL | (ifr nar in nchorpah give street oddress) Z d. STREET ADDRES§/ e. IS RESIDENCE 
OR INSHMTUTION ON A FARM? 


ves [] no [) 


3. NAME OF First Middl 4 al Ye 
peceaseD a jis idle Month Day ay 
(Type or print) ta BeaTH March 31 19 57 

5. i, 6 Gare OR RACE |7. MaRRieD PY NEVER MARRIED ] A BATE OF BIRTH 9. AGE (In yeors [FUNDER 1 YEAR| iF UNDER 24 HRS, 

lost birthdoy) [Months] Doys Min. 
wow _oworent] |e 5 H/F FG 1. 


100. Loe OCCUPATION (Give tind ‘of work done| 10b. KIND OF BUSINESS fee te 1W/RigTHPLACE ean ‘or foreigp country) 


13. 


a4 


MEDICAL CERTIFICATION 


V2. CITIZEN OF WHAT COUNTRY? 
durigg, mort of working life, qven if retired) 


ALL 


FATHE! tg , 14, MOTHER'S MAIDE] NAME 


ip ap 


18. WAS DECEASED EVER IN U. S. ARMED By ioe 16. SOCIAL SECURITY NO. |17. INFORMANT 
{Yes, no. oF 3" (NE yes, pea feck wor or dates of Gf, re, 
o o- 14. Sbg%, Vite J, 


18, rs, DEATH [Enter only one couse per line for (0), (b), ond (c)-] 4 INTERVAL BETWEEN 
PART DEATH MEDIATE cave: io. General abdominal carcinomatosis 1 A6nd8' 
DUE TO 
Conditions, if ony, which w_earcinoma, site(primary) and type unknown 2 
goye rise to immediote 


cose (0), stoting the under. { OVE TO 
lying couse lost. e) 


Paet W. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. wee 


yes] NOC 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING F] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Tari nnn nnn errr 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, ; 20f. {City or town) (County) (Stote) 
Hour 0. m. il Not while foctoty, streel, office bldg., etc. uF 1 
pom. t D0 ot work 


olive on. Margh 5 . from the causes ond on the date stoted above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


SENATOR mo. ._Liberty Road at Eldersburg 331557 


PHYSICIAN'S 


NAME (Type] M.D aykesville P.O, Maryland 


OCATION (City, town, 9r county) (Stote! 


Tb, DATE DATE THEREOF THEREOF Ai NAME-OF CEMETERYAOR, CREAMRTORY wa I 
Js MOVAL (Speci ee 3 7 
LLELLLA Af S = 7D fg SM EEAAT thi : 
Sis 


2B. 


EUNSRALByrel 


3 ‘A NvTans 


sol SG Udv 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1) iD q 8 4 
02775 CERTIFICATE OF DEATH am: 


1, PLACE OF DEATH fed yy 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence eT ia 
arra// We 


a, COUNTY RENE | 0. STATE RIALS L-LAwy COUNTY GA 


b. CITY OR TOWN if outide corporate limit, write [.e. LENGTHLOF STAY IN Yb “SLA ANG IC ae write RURAL ond give nearest town) 
Ve 4] eae, 


—— 


PA 


URAL and nig neorest 


furggal director, 
@ filed with 
Re. 


L auvif/e Fede 

FAME aE HOSPITAL (lf ep in hospitel, = i Saggy cd, STREET ADDRESS e. 1S RESIDENCE 
ae oR INSTITUTION wo fy y ON A FARM? 
/ wl ala | ‘afb (le5 po ves] N 


3. NAME OF 4. DATE Month 


renee, ttc “" SVIEBER| Be MieG 2 oF 


5 SEX Wy ‘OR RACE |7. MARRIED oO NEVER MARRIED [7] | 8. DATE OF BIRTH LG AGE (In,years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a (Aaa Month: 
(é€ha felb A/T. |woowen RI’ vworcen Oo Ug 9 [: 7 3) ec yt kK me | ey ne. 


Wa. USUAL OCCUPATION (Give kind of work done| 10b. be OF BUSINESS OR INDUSTRY | 11. ote (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


NAacia ren | Gore MAR + faivrel us? 


13. FATHER'S NAME 


Mian Colne p— —— tat 


¥5, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
(en no, or unknown) 1 {It ye. give wor or dotes of service) w ~ , Ke 
Mo| —_— iA ecords aries Jie AOYSD. 


. Pages | and 2 shay} 


er death 


18. CAUSE OF DEATH [Enter only one couse per line for (0) (b). ond yy, INTERVAL BETWEEN 


nar oommsswmer, Chrome Phtral Heart Dads oP RS 


4 OUE To 


ocanaeh Wath des Bila: eral fo) Nth a DP Cth Va dea 


Then please remave carbon papers. 
|, and in any event within 72 hay te r 
bee 


MEDICAL CERTIFICATION 


ting the under { OVE Ms 
lying couse lost. ey 
Par I OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERWINAL DISEASE CONDITION GIVEN IN PART (o)|19. WAS AUTOPSY 
A fen Sa ‘ 
a SS 64/20 bren/2 = CACY Ze for be S177 ves NOT] 


or remaval. 


200, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Entet noture of injury in Pert or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


jer this certificate has been signed by the attending physicion and completely filled in by the 


for use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cerlificate be executed within 24 haurs ofter death: Page 4 


5 

ig 

i 

= 

Qa 

2 

7. 

s s 

3 5 [20c. TIME OF INJURY Month, = Year [20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (State) 
3. 3 Hour 4. fy. While Not ie foctory, street, office bidg., ao) 

- 5 p.m. jot work [[] at work 

Ge be 2.1 pain pe 5p deceased ope: BEIT ZE 19.2.0, 9 i) eee. £04 SL, 195 Athat | last sow the deceased 
a s alive on_ (44 wi / ‘-, and that death occurred eA a from the couses and on the date stated above. 
a Bye ADDRESS (Street, city or town, state) ay SIGNED 
4 = ACTUAL 

suze / | {sou ad Sonuitu hd wo, STAT Pe ye heats ld 
£a2° 73. 

Oras 2 PHYSICIAN'S /7/ 4 \ — Ph. 

ogi NAME (type) FOL. Ltt HUMEGULLN hid DALY | prin iterh Nadelles f / pnt Si ‘Soh, ALEd : 
£ 4 ie 2 ‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF CEMETER OF CEMETERY OR CAEMAZORY. ——~S«*d a. CRB iATORY ity. town. or aah (Stpte) 
e226 Vg woe (Specify) Ae B- a 

Eo gZ ck 5-1 Let £4 Ziel Lik 

= oy, do. REC'D = pons (ide REGISTRAR'S SIGNATURE 

vsaiso wed. eee pecig celecr) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


od 


ith 


( az, 
bi 


filed 


‘al directar, 


~ 


Then please remave carban papers. Pages 1} ond 2 shai 
irs ter death. 


Oo 


ter this certificate has been signed by the attending physician and completely filled in by the fy, 


d far use as the burial-transit permit. 
a Burial, cremation, or remaval, and in any event within 72 


® 


may be retained by the hospital or attending physician. 
fi 


page 3 should be di 
the registrar prior t 


TO FUNERAL DIRECT: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 278 
02776 CERTIFICATE OF DEATH 0 9 


Reg. Dist. No. 
Ve est aol a beats ots (Where deceased lived. If institution: Residence before admission) 
oO. b. COUNTY 
Carro oe eae ary Balto,City 
b. CITY OR TOWN (IE outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
7mos.20days. Baltimore Ifo 
3. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 2305 E, Oliver St: ves (]_No 
3. NAME OF i i » 
DECEASED First Middle lost 4 fens Month Day Yeor 
(Type or print) George Hen STECK DEATH March 20 1957 
5, SEX 6. COLOR OR RACE |7. MARRIECIE] NEVER MARRIED L] | 8. DATE OF BIRTH 9. isn IF UNDER 1 YEAR] IF UNDER 24 HRS, 
ost birthdoy a ee 
Male White WIDOWED [1] divorced [J June 23 ; 1877 jours in 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ting most of working tif if retired) 
Bipe"csulker "| eee | Maryland U.S.Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Steck Mary - 


ee WAS, Peer rite U.S. eee ye ews 16. SOCIAL i lage NO. |17, INFORMANT Address 
fos, 10. nown} a ive wor or dates of service) A a 
NS ie IP I,~/5 Springfield Hospital records. 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] 


PART I, OEATH WAS CAUSED BT Hypertensive cardiovascular disease 


“UY SHK DUE TO 
Conditions, if any, which rs 


gove rise to immediote 
couse (o}, stoting the under. DUE TO 


lying couse lost. (¢ 
Pamt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ears 


Generalized arteriosclerosis 


oe epeagsociat d owith cire.dist.,with cerebral arteriosclerosis,with veo) NOt] 


20a. ACCIDENT WAS UNDERLYING o. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tf of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
Hour a. n, While Not while foctory, street, office bldg., etc.) 
p.m. 19 lot work [] ot work (] H 


21. | certify that | attended the deceased from_JUly 30,_____, 19.56 8, wMarch 20 ___., 1997. that | last sow the deceased 
alive on. March 20, 19. 57____, and that death occurred ot_ OP M, from the causes and on the dote stated above. 
z Ae L j ADDRESS (Street, city or town, stote} DATE SIGNED 

f mo. ..Soringfield State Hospital _._____3/20/57. 


reysictan's Vy 


mstin delCamo, as SrkestiUies wets ant 


MEDICAL CERTIFICATION: 


STAR 
iON IGNATURI vd s 


\Z4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02786 
J no — CERTIFICATE OF DEATH 


onl 


Reg. Dist. No. 7 


se 
i : ie bee sal ah 2 usta RESIDENCE (Where deceased lived, If institution: Residence before odmission) 
£3 " Carroll MARYLANO STATE Maryland ».couUNTY Washington 

ta 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) V 


R.D. #1, Boonsboro 2 /x 


ad 


B. CITY OR TOWN [if outside corporate limits, write] LENGTH OF STAY IN Tb 
RURAL ond give nearest lown) 
kesville 8 mos. 


3 ‘a. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS — e. IS RESIDENCE 

iS, (co Sor eee 1d St + H Stal: ON A FARM? 

s pringfie ate Hosp’ ves [] No Ce 

a 3. NAME OF First Middle lost 4. DATE B2e7 Day Yeor 

- DECEASED 2 OF 

3 (Type or prin!) Jennie Catherine Stockslager DEATH 3-8-5 19 

e 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 6. DATE OF BIRTH 9. AGE {In yeors RIF UNDER 24 HRS. 
lost on 1 Min, 

¢ Female White winowen fy ivorceo[] | 1-17-76 ya. 

2 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) V2. | OF WHAT COUNTRY? 

g / during most of working life, even if retired) Maryl and U.S 

J Housewife een eee eowk. 


‘or 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John H. Jones Mary E. McNamee 
Ne WAS DECEASED eve U.S. oS i 16, SOCIAL SECURITY NO. }17. INFORMANT Address: 
lu 00. 0 esha ‘ 
) No [|S ™ errr nee Hospital records 


Te, CAUSE OF DEATH [Enter only one couse per line for (0). (b}. and (C).) 


Ling |. DEATH WAS CAUSED BY: 
83 é \o IMMEDIATE CAUSE (0) 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


dent 


Then please rema: 
| cremation, or remavol, ond in any event within 72 hofirs after death. 


Generalized arteriosclerosis 


ter this certificate has been signed by the attending physician and completely filled in by the fug 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


¢ Conditions, if any, which w 
4 gove rise to immediate 
&. couse (0), stoting the ynder- ( DUE TO 
e%x lying couse lost. {e) 
ees ping ice uteitost. 
Bee z Par, I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN JN PART 1(o}]19. WAS AUTOPSY 
ee fe} RFORME 
ae 5 Chronic, brain Syndrome associé ted wi th girculatory disturbance, with eC) Not 
aog.2 uv erenra a LiLo psy PS 
eo8 © 20a, ACCIDENT WA NDERLYING [a] Mb. DESCRRE HOW INJURY OF CURRED. exec ra ae eg in Port For Part It of item 1B) 
Rate & ] OR CONTRIBUTING CJ CAUSE OF DEATH 
se © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
s = 
Sts & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
cS 4 Hour a. 1. 19 Mhite oO Not stile foctory, street, office bldg., etc. Y 
a5 g Bik: lat work [1] at work 
oS . 
= J 8] 
ees 21. | certify that | attended the deceased fram._____+ ae ee oe ae , 19.21 that | last saw the deceased 
2 alive on_______388 ip SIs =, and that death occurred eis , fram the causes and an the date stated abave. 
= So re: (Street, city or town, state) DATE SIGNED 
722 — (Sade le bibel Sle call Mit: 
oess EKA LE PLLLLIG Me “ 
faze wlohe 57 
re PHYSICIAN'S ty 
oaee Name tyes Aled SececttHe iil POLL ALEK (T+ Ad Yee WP. fo 
Piss é be apa TU | tot BBL BE Sey 
82°? Zo. BURIAL, CREMATION, ii DATE THEREOF Ze. NAME OF CEMETERY OR g avon Wd. LOCATION (City. How, Feed State) 
32-35 EMOVAL Specify Ms 
Egat Fal Lua, =< {fant ¥) tere! A 4doA) mn 
6 ; (tt iit Rail ie ea SIBNATURE 7 
VS. ANS (4) ) 
ane iN Zi p vay (VQ DATE fttts 


$A fivauna bad 
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=a 


‘al director, 
filed with 


* ' 


Then please remave carban papers. Pages 1 and 2 sha 


ter this certificate has been signed by the attending physician and completely filled in by the fu: 


id far use as the burial-transit permit. 


fi 


* 


the registrar priar to Burial, crematian, ar remaval, and in any event within 72 haurs after death. 


ie; 
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TO FUNERAL DIRECT 
page 3 shauld be d 


2S 
2 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 2 7 § q 
C2778 CERTIFICATE OF DEATH ee, 


-. ards eat 2 ects {eee (Where deceased lived. If institution: Residence before admission) 
a. b. COUNTY 
MARYLAND 
OL MER A RRO 


A 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib «. CITY OR TOWN (ietaunriclecrparate linia RORMiandgtta eas tawn) 
RURAL ond give nearest Lown) 


V/0 [3 El \WEELS DA ‘ALM b 


d. NAME OF stage (If nat in haspitol, give street oddress) | d. STREET ADDRESS e. IS RESIDENCE 
{ 


‘OR INS’ oe R UR A i, Bg ee 


First Middle toast 4. DATE Month Day Year 


3. NAME OF 
DECEASED | 4 > OF 
term ROBERT AEE S37 ene pea V4 a 
5. SEX 6. COLOR OR RACE |7. MARRIED BA-RIEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE {to years [iF UNOERT YEAR UNDER 24 HRS. 
5 lost Dirthgay} Manthi Do: Hi Min, 
MALE j TLE |wwowen] _oworceo OO) | Ay J p SSA | | Months] Days | Hours [Min 
10a. USUAL OCCUPATION (Gi Kind af warl done] 0b, KIND OF BUSINESS. OR INDUSTRY |11” BIRTHPLACE (Sidts or Tore’gy county) 12. CITIZEN OF WHAT COUNTRY? 
| during most of working life, even if retired) B ay. S 
MASON OK RICKY. ONE! MARVAAN D ‘ 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ONE Ss A ms LOFT 
1s, Ta SECEAS DEVE IN U, S. ARMED FORCES? 17. INFO Address 
Tes, n9, oF, ha iar ~~ (eee 
¥ WO No 9-0 ]- ne b NE LulNW20 dD 


18, CAUSE OF DEATH FS oer eaponeces ‘only ane cause per line ae fo), (). ond ath £ INTERVAL BETWEEN 


N 
PART 1. DEATH WAS CAUSED BY: 9, y on ET ae DEATH 
IMMEDIATE CAUSE (a! Ra ef Beef E . AH<t DALE LLL 


JAR DUE TO 4 : / , e : 
Conditions, if ony, which OV ae. NAA) = VAP 


gove rise ta immediate 
cotie (0), stating the under. ( CUETO 


lying couse last. @ YY Air ALMNALIN e. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUZING/TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “re een AUTOPSY 


REFORMED? 
yes] no] 
200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Var Port It of item 1B.) 
‘OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. form, 1 20f. (City or town} (County) {Stote) 
Hour a.m. While Not while foctary, street, office bidg., etc.) ! 
p.m. lat work [-] at work - 


21. | certify iaivmo the deceased from.___27th 2» 19.2542, ast ., 1ASTZ,that | last sow the deceased 


alive on___-.- 2, WZ, of that death occurred otha LAM, from the cause¥ and an the date stated above. 
#) Hoes. (Street city or dawn, state) 


MEDICAL CERTIFICATION, 


Bi Kae IARI DG. alt 


[ 720. EURIAL, CREMATION, | 22 Pana: is oar Zib. DAYE THEREOF | Zac, NAME OF CE ie spy i we Y OR! ron iia SATION (City, 1 fia of cay 
ARROL Ds 


re = >Re Lied fl REC'D BY we Ub. ISTRAR'S soutthe A 
rs) we jy WE ASTLALS 44, A PICO Libun 3-4-5 7), 12 Ze 


’ 


wold 


eral directar, 


Pages 1 and 2 shi 


Then please remave corbon papers. 


fter this certificate has been signed by the attending physician and campletely filled in by the f 


ed for use as the burial-transit permit. 
rial, crematian, of removal, and in any event within 72-heurs after death. 


Al 


may be retained by the hospital ar attending physician. 
* 


page 3 shauld be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 
the registrar prior 


TO FUNERAL DIRECT, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02788 
si Sa ko) CERTIFICATE OF DEATH 


Reg. Dist. No. Gi 

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoned lived. If inition: Residence before odmision) 

6. °. b. COUNTY), 

CARROL lL MARYLAND d oe PQ 6 
b. CITY OR TOWN [If outside corporate limits, write [c. LENGTH OF STAY IN 1b || _¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest town) 
“RURAL ond give neorest town) 7 W ae 
: RS ESTMUNSTE R 2 
d. Bee a er a (If nat in haspitol, give street oddress) d, STREET ADDRESS a / e. pat 3 
2 F = NX 
S ISP EIMAIS eo Oe 

3. NAME OF Fint Middl 4. DATE ¥ 

NAME OF ie idle los BA Month Oey ear 


(Type or print) Js L | oO += DEATH ee 19 357 


5. SEX iW, 6, COLOR OR RACE |7. maRRiED [P] NEVER MARRIED [] | 8. DATE OF giRTH %. AGE tn yeor IF UNDER 1 YEAR|IF UNDER 24 HES, 
ag winoweo] —nivorcenQ) | / J — i -~S 9. 2 f/m 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF SUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 
during most pf working life, even if,retired) 
LITO [TE : Uv 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAM 
ES j= bes os 
HO SC a een ae ETALEN ELI> 
15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addyess ns 
) | (rer, no. ge unknown) aes wticen pee ates) Bi eee tN al NM s “ f ISTE PTAIFS 
‘& eye la 0.5 FLLATIAE LEG }p 
18, CAUSE OF DEATH [Enter only one couse ine for ig}. (b). ond (c)-] INTERVAL BETWEE! 3 
PART |. DEATH WAS CAUSED BY: ‘ ONS Ape Ey 
IMMEDIATE CAUSE (0) . 
tf) ry / 
’ DUE TO 
Conditions, if ony, which (b) 
gove rise to immediote 
couse (0), stoting the under, ( SUE TO 
lying couse lost. e) 
3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yay) t?. Seen 
5 ar) PS ves] NO 
= [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRI8E HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
& | OR CONTRIBUTING LI CAUSE OF DEATH Cee 
© | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. "PLACE OF INJURY iHome, form. | 20F. (City or town) ‘ovnty) (State) 
Fe Hour 0. While __ Not whi factory, street, office bldg. H rel 
= p.m. Ww jot work rk be ' 
21. | certify thAt | atteded the deceasedtrom A f/f... WAL, to2 2G, L§ 7. \G2_L.that | lost sow the deceased 
alive on__S i ~ ond death occurred abel. AM, om“the causes and an the date stated abave. 


SIGNA’ MD. hf hee Lf fh fpf 1A NEG ---.-- f fe A_.-_----, 
G. ALLEN MO¥@I 


ry aXe ve 


NaMetivpe Lea ae a ae nee etn he Wee fhe 
To. rune ee ‘2b. DATE THEREOF 2c. NAME OF ay OR CI MATORY EMT mag. LOCATION (City, town, of county) {Stote) 
Py yas > f-1PS AE, EFM MAIOR/A y) G ry 
INERAL DIRECTOR'S SIG! RE ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
; y Ly vate ly - /-S hk ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 027 §9 
02779 MEDICAL EXAMINER’S CERTIFICATE OF DEATH re 27 


2. USUAL RESIDENCE (Where dececred lived. If institution: Residence before odmission) 


MARYLAND ©. STATE “7 al GY b. COUNTY 


b. CITY OR TOWN I1f outside corporate limits, write KURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TO' (If outside corporote limits, write RURAL and give nearest town) 
ond give nearest town), ¥ x t ‘ 4 f 
, bd SL FLL, LS Ate re wie he 


d. NAME GF ‘HOSPITAL OR INSTITUTION (If not in hospital, give street oddr d. STREET ADDRESS @, IS RESIDENCE 
ON A FARM? 


Px pe. “Ea Se, - Dod ves) Nok 
3 ‘aie er i Middle \. Month ” Day Yeor 


oF 
(er or print) Sta4Ch 46 Wd 
£ COLOR ORE RACE [7. MARRIED BSL NEVER Lt 8 3 rasan 18TH 9. AGE (in yeow [IF UNDER TYEAR| IF UNDER 24 HRS. 
Baugerey Dey Min. 
VAIL, AoE widowed [1] bIvoRCEO [1] LH, LF OO A Oa yn. 


10a, USUAL OCCUPATION {Give kind of work done] 10. KIND OF BUSINESS OR 1G, M1. BIRTHPLACE (Stote or foreign country} 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


ai 


|, cremation, 


Page 4 should be 


s 


If ony delay is necessory, please exe 


ond 2 with the registrar priar ta 


Arg PAT cs a2. 
13. FATHER'S NAME 14. MOTHER'S MAYSEN NAME 


an Sure Chen G' Day. 


15. Wi tbh even IN ARMED FOR ‘ 
tie wnt eer UW. INFORMANT maim 337 2.024 oun Sf 
Neninns SA es faa lt 45 beg — LIA 


18. CAUSE OF DEATH [Enter only one cause per linerfor (0), (b). ond (c}.] 2 INTERVAL BETWEEN 


OMSZET AND D§ATH 
PART I. DEATH WAS CAUSED BY. erie 
IMMEDIATE CAUSE {o) LRAT) GAn«g eM “ 7 


ao it = which ak { hoteng. A< eA his Pr e 4 Pea ipect:. 2-3, 


gove rite to immediot 
{0}, stoting the un a QUE TO 


couelot, (@. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1{op}19., pled! 
ee Rl Ml 
ves] Noy 
200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port II of item 18.) P 
PRIMARY [J or CONTRIBUTING ED 
CAUSE OF DEATH. iS ae, Athy Fred LLL) TAAR- fama - t 
ee eS ae ee a A a 
20c. TIME OF INJURY = Month, Day, Year | 20d. INJURY ae 20e. PLACE OF INJURY (Home, ay 1 208. (City or town} (County) (Stote) 
Hour 9. m. While Not while Bee il Bs : 
p.m, 9 at work [7] at work H 


21. I certify thot | tack charge af the remains described above, held an Autapsy [_], Inspection \4~ Inquiry (21. ond find that 
death resulted fram: Natural causes BE Aecident a Suicide [1], Homicide [[], Undetermined cause (]. 


f po j 
BGTUAL i ATE SIGN) oa 
SIGNATURI JY) z ‘ ad 4 mo, CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER D 


fi 


Item 18. Give Pages 1, 2, and 3 to the funeral director. 


ith farm PM3. Page 5 may be retained for yaur files. 


-transit permit. 


Medical Exominer’s Office alang wi 
Page 3 should be used as a burial: 
MEDICAL CERTIFICATION 


EXAMINER'S : 
pg (Type) POR RFIELD "4 DEPUTY MEDICAL EXAMINER [[}——~ 


Zo, BU RIAL, CREMATION] 22b. DATE THEREOF ie OF CEM ei i OR > ae = 72d. Sia Lo or wa Me 


cute the certificate, wri 


forwarded ta the 
TO FUNERAL DIRE 
or removal 


MOVAL (Specify) 3 e- Gd, EGC! tot fae re € O 


23. FUNE! R ATURE a Cte REC'D BY REGISTRAR | 24b. REGISTRAR’S S! Mh 
VS. AISME(S) h : : & L y; Ae 
smorss | Nats i pare | 2 {OG poe PEPE eZ 
[OMFS echo eT ee 
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¥ A NVAENG a 


Cassa 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02'780 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


02790 


PLACE OF DEATA 
+ COUNTY Carroll 


. Page 4 shauld be 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where dececied lived. If institution: Residence before ission) 


b 

ry 

g 

o 

£ haere. o.STATE Maryland b. COUNTY ont, gomer 

red , b. Sai coe Rene corporote limits, write RURAL ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

¢ a 

H Sykesville 11 mos, 17 dys Silver Spri war v 

& & d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d, STREET ADDRESS RE BSE 

2 [a3 Fy 

sae ve Springfield State Hospital 1322 Dale Drive ves) Neget 

3 3 ee First Middle Lost 4. DATE Month Dey ear 

> (ype or print) Anna Mary TAYLOR OEATH March 28 1957 

= 5, SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [7]| 8. DATE OF BIRTH 9. AGE noes JEUNDER IYEAR] E UNDER 24 HRS. 
F W WIDOWED fg] pivorced [J July 22, 1879 77 yn. Cie Real = 


during most of working lite, even if retired) 
Housewife 
13. FATHER’S NAME 


Karl G. Geisler 


aC) 


S 
3 
s 
e 

2 
© 

= 
Eg 

o 

oO 
bs 
i 

a 
“ 
3S 
D 
o 
o 


File pages 1 and 2 with the registrar prior to 


10a, USUAL “ease eal [Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country} 


15. WAS DECEASED EVER IN U. 5. ARMED foacest 16. SOCIAL SECURITY NO. | 17. INFORMANT 
__ { {Yes no, or unknown) {it yee, give war or dates of service) 
° No - Unknown 


12. CITIZEN OF WHAT COUNTRY? 


Germany USA 


14. MOTHER'S MAIDEN NAME 


Amelia - 


Address 


Springfield Hospital records 


INTERVAL BETWEEN 


S 
3 
x 
& 
3 
2 
© 
2 
° 
5 
> 
-o 
i 
vy 
2 
& 
° 
a 
3 
= 
= 
3 
2 


, Accident (J, 


id from: Noturol couses 


tg I 


deoth re: 


Erie r wae 
L_Iw Pa) 


o 


cl 


2% 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] ‘ONSET AND DEATH 
oS a 
ee eS | DEATH MEDIATE Cast fo) AYteriosclerotic heart disease ars 
2°43 bA0,.0 DUE TO 
2 Conditions, if ony, which @ 
gave rise to Immediote couse 
8 55 (0), oat the underlyingg OVETO 
° couse lost, ———— 
a] 3 3 PART JI. O brat ayn rai'ens" sesce! ING,TO QEATH, iY NOT Dato satre TERMIN, ips aes ‘ONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
‘pt 9} Chronic Epsovinted Wi atory nee, PERFORMED? 
fo) 3 5 “4 a no] 
32  |a00. EXTERNAL CAUSE WAS “| 20b, DESCRIBE HOW INJURY OCCURRED. Nenier nature of wiry in Perv cr Pot ) 
£3 5 |eeiaary 0 caer oe pe pow ge neck c of left femur 
§3 § | Cause oF beat. Patient slipped and fell while attempting to nig toilet 
S38 § | 20c. THE OF INJURY Sei Day, Year — [20d. INJURY Ge 20e. PLACE OF INJURY (Home, form, 120, (City or town) (County) (State) 
Bo ra Hour eam. While Nat whi foctory, slreel, office bldg., etc.) { 
29 2 | 122 30p. ». 2/20/57 oworkC] orwok TX Hospital H Sykesville Carroll Md 
3 & 
=2 21. I certify thot | took charge of the remains described obove, held on Autopsy [X], Inspection Bg. Inquiry BQ ond find that 


vicide [], Homicide [[], Undetermined cause (J. 


[220.8 SURAL C iy taal ‘2b. DATE THEREOF 


yy eo I-32 Bo @ 


ee 
RAL DIRECAQR'S SIGNATURE 
YS. AISME(5) i} 


cute the certificate, writing the ward ‘'pending 


farworded ta the 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
TO FUNERAL DIRE! 
ar removal. 


be 


5M 9/55 


mp, CHIEF MEDICAL EXAMINER [1] pci 
ASSISTANT MEDICAL EXAMINER [_] ‘5 
James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER = 1G Y 
Wie, NAM OF CEMETERY OR FREMATORY 7d. ee (City, town, oF epunty) (State) 


GAG ELAA ASTI, AA} br 


‘24a, REC'D BY REGISTRAR ‘2d. REGISTRARS AGNATURE 
on FD -2dS Ff Cb Ad 


A fivadna 


dd 


af 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Item 6 FilmG2l12 3-19- TE t 0 2 79 1 
99°78] _ CERTIFICATE OF DEATH ee 
1, PLACE OF DEATH & bp Oe Ve (Where deceosed lived. If institutian: Residence before odmission) 


©. COUMRY b. COUNTY 
LH? 220 Debio MPI Ve PP NL) 92 PR De 


bs £2 LZ 


b. CITY OR TOWN (IF oubide corporole limits, write | ¢c, LENGTH OF STAY IN Ib || ec. CITY OR TOWN (If/outside corporafe limits, write RURAL and give nearest town} 
RURAL ond give neares! town) <s ty XL . D 
; = ; 
KUR FL hf LS TE A - KRLRA he Z2£01 


A 
da. oR eer ins thee (If nol in hospital, give sireet oddress) , 9. STREET ADDRESS e. Abaya A 
‘cl co / 
ee, (mS zB ff Yes] No fq— 


3. NAME OF First Middle lost 4, DATE 


th Doy Year 
DECEASED OF Wy HH: ux, 
fra CHARLES NileisAty W 1K | Fam ee 
3. SEX &. COLOR OR RACE |7. MARRIED [) NEVER MARRIED [-] |8. DATE OF BIRTH oy [9 AGE (In yeon [IEUNDER 1 YEAR|IF UNDER 24 HRS, 
om 18: last biethdoy) Min, 
loll va wioowed —_—ovivorceo [] €P7 23 IBIS CT. eS 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole oF fareigh country) 12, CITIZEN OF WHAT COUNTRY? 
Suing mas of working We, even i reed) > = 2 
LH? th Fk (7ETH2L D LTV MOR At 5G 
: —=4 A rs / 
ZO FYI ZIMA OSTER 1 
Ts. WAS DECEASEDEVER IN7U, 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
{¥en no, oF unknown) IIF yes, give wor oF dotes of servical —_ 7, 2) 
ios : “iti PD Z LY Lh STE, P22 


4 je 2 
18. CAUSE OF DEATH [Enter anty one couse per line for (0), (b). and (¢}.] wa Se INTERVAL BETWEEN 
i= a 


ONSET AND QEATH~ 
PART 1. DEATH WAS CAUSED BY: wel 
IMMEDIATE CAUSE (a / 2) pt 4 


Le O./ DUE TO 


Conditians, if ony, which 
gave rise to immediole 

catse {0}, stating the under- ( OVE TO 
lying couse lest. @ 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{a) | 19. PRCONREDS 
yes [] No af 


20a. ACCIDENT WAS UNDERLYING ( 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I ar Part Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or tawn) (County) (State) 
Hour 9. m. ati oe <nosatan ney factary, street, affice bldg., etc.) t 
p.m. 19 Jot work [) ot work Lf H 


21. | certify that | attended the deceased fram. wx ST, 19_e=, toa. Lhm that | last saw the deceased 


" ~/ 2 ta 
alive one = we A *_, 19>). 4_, and that death accurred at__> LSM, fram the causes and an the date stated abave. 
4 ‘ADDRESS (Street, city ag town, state) ~ DATE SIGNED 


Roaring 2 aawelfe fp Lie Fer s'n/ tit ae 


‘Zc. NAME OF CEMETERY OREREMATORY ‘22d. LOCATION (City, town, ar county) (Stote) 
z pec Fa / 
PEO LIIL/ ELE) |PER LARK CEAUTCRY fA WEL Tot TER 


23-FYNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Z 2 s 
' 300be Ad neh, 


| director, 
filed wit! 


Pages 1 ond 2 sha: 


ae 
tenant 


in 72 haurs after death. 


Then please remave corbon papers. 


| or attending physician. 
ter this certificate has been signed by the attending physician and completely filled in by the fy 


|, cremation, ar remaval, and in any event w! 
MEDICAL CERTIFICATION, 


od far use os the burial-transit permit. 


f 


* 


may be retained by the haspi 
the registrar prior ta Buri 


page 3 shauld be d 
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TO FUNERAL DIRECT! 


> 
2a 
a 
oS 


all 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9799 
) 8 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ve = 
2 ny, +7 PLACE OF DEATH be F igi RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
oa ©. COUNTY MARYLAND STATE b. COUNTY “ee, 
$s Carroll an Maryland Baltimore 
% b. CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY Pa ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) V 
. RURAL ond give nearest town 
. Sykesville 5mo q Fort Howard 19 07 xX 2 
nS dd. NAME OF HOSPITAL (if not in hospitol, give street Lew d. STREET ADDRESS. @. IS RESIDENCE 
a yé OR Toes egron a ON A FARM? 
= Spri d Stete Hosni Chestnut Avenue ves] No 
2 
5 3. NAME OF First Middl lost 4. DATE Ye 
- DECEASED dae a , ea ae ea Day a 
$ (ype or print) Jillian Clyde YEATMAN DEATH March 6 19 57 
& 5. SEX 6. COLOR OR RACE 17. marrieD [3 NEVER MARRIED [1] | 8. DATE OF BIRTH RUIF UNDER 24 HRS. 
oe 
¢ WIDOWED [7] olvorceo [} July 26,5 1886 , 
‘a 10a. USUAL OCCUPATION, (Give - of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a ore most of working lite, even it retired) 4 
: Laborer Shipyard Virginia USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 


< WAS, pecenre EER IN U. S. ARMED ie a ad 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
rare. NS cela | service) al de , cee = . 
4 Unk, 217-011-4525 Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and (¢).] INTERVAL BETWEEN! 
PART I DEATH MPIAte cause jo__Cerebral. hemorrhage 


2 sf 


Then pleose rem 


this certificate has been signed by the attending physician and campletely filled in by the Fug 


g 
c 
£ 
a 
‘3 
H i, x Que TO 
ae Conditions, if ony, which w___Generalized arteriosclerosis 
Eo gove rise to immediate . 
gs cause (a), stoting the under, ( OVETO 
ae aid tying cause last. f 
BS5° FA Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Beis = De aSSOC. With circul., dist, with cerebral arteriosclerosis with 
825 5 EES i VSL) NOT 
eons = [20 Keer DENT WAS. ows oO. 20b. DESCRIBE HOW TNIURY Gectiee {Enter nature of injury in Port | or Port Il of item 18.) 
foo’ 5 
§ ie & ] OR CONTRIBUTING LI CAUSE OF DEATH 
e225 & |0F EITHER, NOTIFY MEDICAL as 
fe : 2 
o5SS & [20c. TIME OF Ne Month, Year |20d. INJURY OCCURRED =| 208. PLACE OF INJURY (Home, fom 1 20F. {City or town) {County} {State} 
bY es Fe] Hour While Not white factory, street, office bldg., etc. 
me 3 jot work [] of work [J i 
f= 


2.1 ae that | attended the deceased fram September 8, 19.53., ta_March_2k_6, 19.5 7that | lost saw the deceased 
alive on__Uarch.. wae 1227, and that death te Soo M, from the causes and an the date stated abave, 


aT Vy, fa) Uy i ADDRESS (Street, city bie state) DATE SIGNED 


= HD 


to Bui 


page 3 should be d. 
the registrar prior 


PHYSICIAN'S = 
NAME (Type! lther 


may be retained by the hi 


TO FUNERAL DIRECT! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


do. REC'D BY RCSA Ub. Lh p Fare SIGNATURE a, 
DATE $-7- AAS; yes , 


TA fvauns : 
& 


CSOT TI 


nf 


pete sine. Ue 
MS) /N\ {| ; : 


med 


pe Digke 
MARYLAND, STATE DEPARTMENT. OF HEALTH BALTIMORE, 18 027 Je 


* “CERTIFICATE OF DEATH 
a R Dist. No. 
52 
= ; 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
$ 3 ©. COUNTY MARYLAND ©. STATE b. COUNTY 
re arro M and Oward 
=) b. CITY OR TOWN {If outside corporate limits, write cc. LENGTH OF STAY IN Ib 


RURAL and give nearest tawn) 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) V 
i ep Snca: DEGn é 


& 


TAME OF HOSPITAL {If eat in Roupitol, give siveet oddress) «. IS RESIDENCE 
R INSTITUTION ON A FARM? 
A ves (]_ No 7] 
NAME OF First Middl Ye 
DECEASED ee e Te Bay ye 
{Type ar print) Laura Ellen Zimmer DeaTH 3 10 197 


5. SEX 6. COLOR OR RACE | 7. married [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In or IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday] Min. 
Pp a WIDOWED Divorced [] 12~25—70 86 yes. porate e 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/ during most af working life, even if retired) 
4 U.S.A 


campletely filled in by the 


pyres pest 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Richard N. Forsythe Bennaire Parsons 


15. WAS DECEASED EVER IN U. S, ARMED FORCES? 116. SOCIAL SECURITY NO. 117. INFORMANT Address 
Tes, 90. oF unknown} Ilt yet, give wer or dotes of tervice} 
nkn Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), - ©) 
led 


INTERVAL BETWEEN 
ONSET AND DEATH 


dava 


PART |. DEATH WAS CAUSED BY: D 


WMMEDIATE CAUSE (a! 


Then please remavefarban popers. Pages | and 2 shi 


“tx DUE TO 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death. Page 4 


By 

AE 

ork 

BBs 

2 Be 

S25 

Bes 

233 

a o 

Bz > A | Conditions, if ony, which 

Bes gove to immediote 

See cause {o), stating the under: ( DUE TO 
s%s2 lying couse lost, fc 

23 eg seuss loss: 
% 3 S iy ES Part tt, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NoT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}}19. Hoa 
vere 3 5 Chr.brain syndr, assoc,with senile brain disease with psych reacr vis] NOT) 
oo3 § = [20e. ACCIDENT WAS UNDERLYING []__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
3 O a & [OR CONTRIBUTING DE] CAUSE OF DEATH 
Bees © [CF EITHER, NOTIFY MEDICAL EXAMINER) 
sess & [toc TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120f (City or tawn) (County) (Stote) 
5.2 e5 rs eer iain While Not while foctory, street, office bidg., etc.) ! 
ae 4 5 = p.m. 19 Jat work [J at work [ t 
‘ape ¥ 7 
2 $3- 21. | certify that | attended the deceased from.________ peOfans 95E to Bef. , 19.5°7, that | last saw the deceased 
s : alive on______ 3h Ors_____--_, I2SZ/7., and that death occurred at_L1_.._A_.M, fram the causes and an the date stated abave. 
é 5 & ADORESS (Street, city or town, stote) DATE SIGNED 
2 = ACTUAL 4 * 
Bess / Nite COM nn ef Lt sham uy Springfield State Hospital S102 87 
€aRze 
Pas PHYSICIAN'S. 5 
sqis NAME (Type) und Lusthaus 
SYo% Zio. BURIAL, CREMATION, | 22b. DATE THEREOF 9 72d. LOCATION: City, t rf Stan 
~5 3° REMOVAL (Specify) Se ee ve 
ge ee Picttint - fe-S 

z 0 [23. FUNERAL DIRECTOR'S SIGNATURE 


Ale | Llp é 
2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE, 4 
| one B-f0-$7 Ci Waeeg Cel 


3 A NVTNNG ™ 
‘Sel st uy 


dy asl 
WALD IG 


